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The 1961 edition of the Directory of the Oklahoma State Medical Association will be sent to all mem- 
bers in March. It will feature two rosters of the entire membership — the first will be an alphabetical 
listing, complete with such information as age, school and date of graduation, specialty (or sub-specialty) 
and address—the second will be a breakdown of the membership by county. 
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MAIL The Executive Office is making every effort to update the 1960 edition and assure 
BEFORE complete accuracy in the new publication, based upon information brought to its 
MARCH 1, attention since January 1, 1960. You can help by immediately (before March 1) 
1961 notifying the Executive Office of any changes in your listing during the past year. 
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Loans, Scholarships, 
And Oklahoma Medicine 


The Problem 


Whether or not we care to admit it, the 
medical profession is faced with a problem 
of recruitment. No longer are we able to at- 
tract the best qualified college graduates— 
more and more the top brains of youth are 
being drawn to other careers in science and 
industry. Electronics, physics, chemistry, 
communications, aviation, and petroleum are 
but a few of the competing fields. 


Numerous reasons have been advanced 
for this turn of events. Some of these are: 


Cost of medical education 

Time required for a medical education 

High incomes enjoyed by top men of 
industry 


Inducements to study offered by com- 
peting fields 


Because of our rapid growth in population 
there has been predicted a future shortage 
of physicians, and since this is a problem 
which affects large groups of people it be- 
hooves the medical profession to take steps 
to correct the situation before other groups 
(such as Government) take steps for us. 
The immediate and pressing problem facing 
this State Medical Association is the deciine 
in number and caliber of applicants to our 
State Medical School. 


In addition to the competition from other 
careers, the factor of recruitment by other 
medical schools is an ever present one, and 
each year a certain number of students ac- 
cepted for admission at our school withdraw 
to attend some other institution—often be- 
cause of financial inducement in the form of 
scholarship aid. Generally, these students 
are from near the top of the list of accepted 
enrollees, and when it becomes necessary to 
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replace them with men from the bottom, the 
overall quality of our student body suffers. 
It has also been stated that some of the pre- 
medical advisors in colleges in the state are 
directing their best students elsewhere. Steps 
are being taken to correct and combat this 
situation. 


The Solution 


Various means are apparent with which 
to overcome our difficulties. A few of these 
follow: 


1. Advertising, or selling the medical pro- 
fession as a career to top-flight youth. 
This should be active, should begin in 
high school, and should be done by the 
doctors of this Society. Plans to follow 
through on this are under considera- 
tion. 


2. Increasing the stature of our medical 
school by improving the faculty, ob- 
taining more appropriations for its op- 
eration, and increasing voluntary con- 
tributions both direct and through 
AMEF. 


3. Offering aid to prospective students in 
surmounting the financial obstacle. It 
is with this phase that we are especially 
concerned, and we would like all County 
Medical Societies to discuss this and 
inform the State Medical Association 
of the conclusions reached. As _ back- 
ground material for such deliberations, 
certain considerations are germain. 


Financial Aid—Definition 


There are three general forms of financial 
aid to students in use throughout the edu- 
cation world today: 


Loan Funds—Money available to be bor- 
rowed and returned, usually at low in- 
terest rates which often begin after 
graduation. 
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Grants-in-Aid—Outright gifts to needy 
students with academic achievement not 
a factor. 


Scholarships—Outright gifts to academic- 
ally superior students. Need may or 
may not be a factor. This is a device 
long used to encourage excellence. 


The Situation at O.U. Medical School 


The availability of this type of aid at the 
University of Oklahoma Medical School may 
be very briefly summarized. There are some 
loan funds, but with the exception of the Na- 
tional Defense Loans (in use for the first 
time this year), they are extremely limited in 
the amount available per student. There are 
no grants-in-aid (we are speaking of med- 
ical students, not football players). There 
are almost no scholarships (a lady in a near- 
by town some years sends a thousand dol- 
lars). A nearby medical school has avail- 
able twenty scholarships of five hundred 
dollars each for first year medical students, 
and most other medical schools have more 
scholarship money available than does O.U. 
It should also be brought out that first year 
medical students at O.U. are not permitted 
outside employment. This should make it 
readily apparent that the first year is a real 
hurdle—first to get qualified students and 
then to keep them. 


OSMA Action 


It has been proposed that a loan fund for 
University of Oklahoma Medical Students be 
established by the Oklahoma State Medical 
Association and this is under consideration. 
One suggestion has been to finance such a 
fund by an increase in dues until a certain 
level of the fund has been obtained at which 
point it would be self perpetuating. Another 
suggestion has been to obtain the money for 
such a fund from voluntary contributions. 
An adequate loan fund would be of great 
help in providing future physicians. 








The Kay-Noble County Medical Society 
recommended at the May, 1960, House of 
Delegates Meeting, that a scholarship fund 
be established for needy first year medical 
students (at O.U. Medical School), to be 
financed by a small increase in yearly dues 
of this Association. Your Committee on Post- 
graduate Education recommended to the 
Council that this proposal be adopted, but 
the Council tabled the recommendation and 
in effect referred the matter back to the 
Postgraduate Committee for further study, 
where the matter now stands. One of the 
chief arguments against this proposal was 
that people do not appreciate what is given 
to them, and that, therefore, we should not 
give away anything. It is very simple to 
demonstrate, however, that those medical 
schools which have the most scholarships 
available have (1) by far the greatest sup- 
port from their alumni in the form of fi- 
nancial contributions, and (2) a greater 
number of applicants from which to choose 
their entering classes. Scholarships should 
be considered as prizes for excellence, and 
in this state, as in all states, we need all the 
medical excellence we can obtain. 


AMA Action 


The American Medical Association has 
also recognized the problem, and at its most 
recent Clinical Meeting, approved the estab- 
lishment of both a loan fund and a scholar- 
ship fund, each on a grandiose scale, with 
both contingent upon a dues increase to be 
voted on at the next AMA House of Dele- 
gates Meeting. 


In Conclusion 


This is a vital problem of great urgency, 
and we, of the OSMA, should take the lead 
with positive action toward its solution. 


R. R. HANNAS, Jr., M.D., Chairman, 
Council on Postgraduate Education 
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A Mental Health Approach to Parents 
of Disturbed Children 


Approach to Therapy 


Freud’s paper in 1909' gave the present 
emphasis on child psychiatry its impetus. 
At that time he was concerned with the in- 
ternal dynamics of the genesis of the symp- 
toms of the phobia in the boy, and was con- 
tent to relate the chain of internal psychic 
events and symbols in the production of the 
single symptom. Over the years A. Freud? 
and Melanie Klein* formulated systems of 
analytic treatment for children, and ex- 
panded and confirmed the analytic theories 
formulated from the treatment of adults. In 
1953 Glover‘ questioned the value of those 
systems of theory and treatment which 
could be replaced by a simple nonsense 
phrase in the nursery with apparently the 
same effect on the disturbed child as the 
analytic interpretations. 


Further, Glover' points out the most ob- 
vious systems of variables which must be 
taken into account in evaluating any thera- 
peutic result. These factors, known and 
recognized previously, are the unconscious 
factors and dynamics of the mother, the dy- 
namics of the infant, and the interplay be- 
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tween these two personalities—the problems 
of inter-personal relationships, and commun- 
ication. Later in the life of the infant the 
father makes an important contribution to 
this increasingly complex configuration; 
siblings and other persons also find a niche 
in the development of that single person. 
Each of these people contributes in his own 
singular way, and the problem of interper- 
sonal communication becomes even more 
complex. 





No parent ever consciously tried to create a dis- 
turbed child. Parents are willing to take respon- 
sibility for their unconscious when they feel emo- 











In the face of what appears to be an en- 
tangled mass of inter and intra personal re- 
lations, order must be obtained by some 
means to reduce these factors to a number 
which can be utilized in therapy when the 
individual breaks down. In an attempt to 
meet this dilemma of the working of the hu- 
man personality, analysis at first confined 
itself to a particular person—in this case 
the child. However, gradually concepts of 
the ego structure and methods of approach 
have widened and new avenues of therapy 
have developed. Hartmann,’ Kriss’ follow- 
ing the lead of A. Freud,’ have developed 
the concept of the ego as an autonomous 
structure as recently generalized by Rappa- 
port.’ Ericksen,’ Bornstein,'®, Redl,'' and 
others have contributed to the elucidation of 
the theory and treatment of children indi- 
vidually. Yet, in furthering prevention of 
the development of the neuroses, these meth- 
ods have been successful only with individ- 
uals. Erna Furman,'* and Beryl Sandford" 
have used treatment of the mothers of small 
children as a preventative measure. In this 
country Johnson™ and her co-workers have 
found that juvenile delinquent children re- 
flect the “lacunae” of superego development 
in their parents. I feel that the continuation 
of neuroses of parents in their children is 
not new, but that this factor has not been 
used often enough in practice as a preven- 
tative measure through treatment of the 
adult. 


Guidance clinics over the world have for 
years attempted to work with families, and 
this system has reached its pinnacle in the 
approach of Ackermann." All of these meth- 
ods have been partially dependent on the al- 
teration of adult personality for their suc- 
cess. Even in working with families it is 
recognized that unless some change occurs 
in the parental attitude, modification and 
permanent change in a disturbed child is less 
likely to occur.? 


The Setting for Treatment 


In many clinics psychotherapy of children 
is generally carried out directly in a form of 
playroom or group therapy unique to that 
particular clinic’s personnel. Generally there 
is a period of investigation of the symptoma- 
tology of the child, an assessment of the 
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child’s personality, and of the personality of 


‘one or both of the parents. Following these 


studies an interview with the parents is con- 
ducted to convey the recommendations of the 
staff to the parents, and to plan subsequent 
therapeutic contacts, if any are considered. 
However, the focus of this series of events is 
on the symptoms of the child and usually the 
focus of the subsequent therapy also falls on 
the child.** 


This chronology of procedure may vary 
somewhat from clinic to clinic, and the par- 
ents may be dealt with individually or in 
groups, as may the child. This child, though, 
receives the attention of the psychiatrist 
where this “team” approach is used, and to 
the social worker or the psychologist fall the 
parents for one form or another of “ancil- 
lary” or “supportive” therapy, in the inter- 
est of the child. 


The Interviews 


Since the primary complaints which bring 
the family to the clinic appear to be the 
symptomatology of the child this order of 
events seems reasonable, as the parents have 
been advised by an outside source because 
of the disrupting problem in the child. Yet 
when the parents make their first interview 
they are frequently heard to say something 
to the effect that “it must be my fault he 
behaves this way.” Mothers in particular 
are prone to utter such words of self-con- 
demnation regarding the child’s problem. 
Usually the parents are then reassured that 
all may not be as black as it seems, and 
perhaps “we should find out a little more 
about the situation before we make such 
definite conclusions.” 


At this point the mother begins talking 
seriously about the obstreperous behavior, 
learning problems, or physical complaints 
which Johnnie shows. As long as the focus 
of the interview is left in this trend mother 
continues to unburden herself of all the gory 
details. However, if in this process gentle 
inquiry is directed to the reactions of the 
parents to the complained of behavior, one 
finds the focus of the interview shifts to the 
internal parental conflict. This can take the 
form of the reactions of the single parent 
being interviewed, reflecting the internal 
conflict and anxiety in that person, or it can 
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shift to the marital conflict which is invari- 
ably present. As the interview continues 
more and more of the parental conflict is un- 
covered. At the termination of the interview 
the parent can usually be led to further in- 
terviews by the simple suggestion that per- 
haps it would be simpler for the parents to 
find a resolution to their problems first; 
that, as long as the parents are so disturbed 
the child can only be under tension, which 
can be a reflection of the parental tension. 


There are some parents with whom this 
approach will not only be insufficient, but 
with whom no approach will be sufficient. 
These people project their entire individual 
and marital conflict onto the child and no 
amount of influence can be brought to bear 
on them. Often in spite of their gross hos- 
tility and denial of any implication in the 
matter of contributing to the symptoms of 
the child, an alteration of the interrelation- 
ship between themselves and the child can 
come about. Presumably because the “‘ther- 
apist” drains the hostility off in his direc- 
tion, and through the mechanism of guilt 
toward the child at least temporarily brings 
the child and parent closer. This in no way 
alters the basic unconscious hostile relation- 
ship toward the child, but it does alleviate 
the pressure on the child, and permit a 
“change” in the relationship at least for the 
moment. 


When learning problems are the chief 
complaint it often happens that enough re- 
orientation occurs during this time that the 
child may alter the learning pattern and 
quickly shift to a positive experience; since 
by this method of approach the child feels 
the emotional support of the therapist even 
though he never sees a therapist himself. 


An Example 


One case in which this occurred, the in- 
terviews with a maternal grandmother, who 
had raised an eleven year old boy from birth 
when his mother abandoned him to the 
grandmother, numbered only five over a 
period of five weeks. In this instance the 
boy had been warned of impending suspen- 
sion at school and the grandmother had been 
advised by the school authorities to seek 
psychiatric help for the boy. The grand- 
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mother appeared at the clinic indignant that 
the ungrateful wretch of a boy had caused 
her to appear in a bad light in the eyes of 
the school officials. She insisted the fault 
lie with the poor teaching rather than, as 
she had been told by the school psychologist, 
with an emotional block against learning to 
read. She had given him private tutoring, 
had forced him through two separate special 
summer classes for slow readers, and after 
all of her efforts he still refused to learn the 
elements of reading. In the 5th grade his 
achievement tests revealed a 2.6 grade level 
in this skill, at which point the school au- 
thorities refused to permit him to continue 
in his grade level. The school authorities 
had made the referral to psychiatric help 
two years before, but the grandmother had 
refused to follow their suggestion. 


During the course of the five interviews 
there was not one which could be said to be 
“smooth.” The grandmother spent the en- 
tire time berating her ward for his ungrate- 
ful, uncooperative, lazy and stupid attitudes. 
She was totally unable to accept or hear that 
the child was extremely frightened of her, 
and his anxieties were so high he was unable 
to concentrate enough to learn to read. At 
the third interview of the hostile, negativ- 
istic, and rebellious behavior of the grand- 
mother, she reported suddenly, like magic, 
the boy had begun to read. All the lessons, 
driving and punishment she had adminis- 
tered previously had not produced the total 
of the effect she saw now in this spurt of ef- 
fective learning. The school reported his 
tensions and behavior were greatly relieved 
and he had achieved a full year’s advance in 
achievement during this period. The grand- 
mother stoutly continued to deny any role 
or change in her attitude in the production 
of the original difficulty, but her antagon- 
ism for the center so increased that by the 
end of her fifth interview she announced 
she could not tolerate the defamatory ac- 
cusations to which she had been exposed 
any longer, and she would no longer con- 
tinue. Furthermore, it wasn’t necessary for 
her to continue anyway as the boy had now 
learned to read. 


Achievement levels of the lad had reached 
4.5 grade level at the time she ceased coming. 
One year later he continued to do very well, 
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and had maintained his rate of learning, and 
was considered a satisfactory student who 
showed promise of being very bright. We 
had no way of estimating the alteration, if 
there was one, of his neurosis. 


This grandmother had accomplished a 
similar devastating educational failure with 
her daughter. The daughter had removed 
herself from school at the age of 15 after a 
less than mediocre showing. The daughter 
had gone on to at least three marriages of 
which we were aware by the time her son 
was brought to us. She had supported her- 
self by prostitution in between, and had no 
interest in this only child, the product of her 
first marriage. 


Shifting Focus to Parental Neurosis 


With the strength of the resistance the 
grandmother displayed, we felt treatment 
of the boy alone would have been insufficient 
since perforce he would have continued to 
live with the grandmother. Under these cir- 
cumstances, what might have been accom- 
plished on a day-to-day basis with the boy, 
could only have been undone as rapidly as 
treatment progressed, and he would have been 
lost to therapy as soon as he began showing 
signs of resistance to the unconscious of the 
grandmother. Our experience with this and 
other cases has led us to feel that unless 
there is some alteration in the basic atti- 
tudes of the parent or parent surrogate, no 
effective treatment can be carried out with 
the child alone. As the shift in the dynamics 
of the symbiotic relationship increased the 
anxiety of the parent to a degree, the pre- 
mature withdrawal of the child patient re- 
sults. The child shortly reverts to the “‘satis- 
factory” relationship to the adult uncon- 
scious, which usually is an unsatisfactory 
adjustment to other reality. The reality of 
the parental unconscious here is more pow- 
erful than other external reality out of the 
fear of loss of love, and fear of retaliatory 
aggression from the parent if the child does 
embark on a more independent emotional 
adjustment. 


This approach to the neurosis of a child 
is not intended to attack the internalized 
neurosis in the child, but rather to modify 
those factors which are the continuing pres- 
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sures of the realities of the neurosis in the 


‘adult which influences the pliable ego of the 


child on a continuous basis. By altering the 
neurotic need in the mother to reproduce 
her conflicts in the child, we thereby alter a 
portion of the child’s ego structure, since 
even by the latency period the child’s ego is 
not fully completed.2 Completion of ego is 
a life-long process, even though the primary 
reaction patterns are laid down by the sixth 
year. If there were no room for further ego 
development, the possibility of alteration by 
any type of therapy would be remote—if at 
all possible. The continuing impingement of 
an adult parental neurosis has more effect 
on the development of the child’s ego than 
does therapy carried out, at best on an in- 
frequent schedule, with the child. Compared 
with the exposure to a parent, even a daily 
schedule of therapeutic interviews is infre- 
quent. 


Moral Approach Avoided 


One of the primary factors in conducting 
the first interview is the lack of a moral ap- 
proach to the parents. Most parents feel 
they have been “criticized” for being “bad 
parents” by the time they come to our initial 
interview. The more this suspicion is allevi- 
ated by the acceptance of the therapist that 
the situation is one of neurotic symbiosis 
between the parent and the child, the great- 
er is the likelihood the parents will accept 
their role in the production of the symptoms 
of the child. Parental conscious guilt has to 
be alleviated within the first interviews or 
the approach is not successful. 


The “therapy” of the adult seems to fol- 
low a course, the points of which are similar 
from patient to patient regardless of the 
presenting symptoms of the child, but the 
resistance in reaching those points and the 
working through of them varies directly 
with the depth of the repression. 


After the first step of shifting the focus 
to the parental neurosis—the second (and 
so closely interrelated that it is difficult to 
separate), the anxieties in the adult are re- 
placed where they originated—in the adult, 
and not projected into the child. From then 
on the therapy of the adult proceeds as if 
the child had never been the entering wedge 
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for treatment, although as with any other 
presenting symptoms, it recurs throughout 
the course of treatment. However, as soon 
as the anxieties are assumed by the adult, 
the tension of the child eases because the 
child no longer has the anxieties of both 
people to bear. From then on the child is 
freer to proceed with his own development. 


Another Example 


Another case may illustrate more clearly 
how resistive is the defense of some parents, 
and at the same time how high the anxieties 
and positive wishes to be of help to their 
child. A 35 year old widow, mother of four 
children, was referred by a friend when she 
expressed near panic on discovering her 10 
year old boy, the oldest child, had been steal- 
ing women’s underclothing from neighbor- 
hood clotheslines. She was fearful this be- 
havior of her son would be drawn to the at- 
tention of the juvenile authorities so she 
sought aid for the boy voluntarily and des- 
perately. 


The child was about 8 years of age when 
his father was killed in an auto accident. 
Insurance and pension through federal agen- 
cies provided sufficient financial support for 
the family until the youngest child was to 
reach the age of 18 years, provided the 
mother did not remarry during that period. 
A new marriage would cause all pension to 
the mother, as a widow, to cease; although 
there would have continued a portion of the 
funds to insure future education for the chil- 
dren. This mother had managed her fi- 
nances well; although they were not plenti- 
ful, she was buying a home and there was no 
want for the necessities of life. However, 
because of the regulations of payment, she 
was under constant deprivation of normal 
human male companionship in the form of 
marriage, unless she chose to sacrifice an 
assured adequate income. Furthermore, she 
was exposed constantly to frequent contacts 
with unattached men, and married men who 
were on detached duty for several weeks at a 
time. Her need for male companionship was 
as strong as any healthy woman her age, so 
she was under constant conflict. Further- 
more, her marriage had been a very satis- 
factory one, and the death of her husband 
was completely unexpected. 
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The mother’s breeding had been one of 
deprivation, economic and emotional. She 
had been the eldest of five children and there 
had been a divorce between her parents 
when she was 12 years of age. She had had 
contact with her father, who had remarried, 
but it was necessary for her to leave home 
at the age of 16 to seek employment. The 
father was a laborer and although he con- 
tributed financially to the limit of his legal 
and monetary capacity, there simply was 
not enough to do more than keep them to- 
gether under very poor circumstances. Her 
mother was of the complaining type and 
found a myriad of ‘“‘physical’ illnesses which 
limited her capacity to even keep the chil- 
dren clean. She worked between illnesses, 
but headaches and vague physical complaints 
prevented her from cooking, cleaning and 
working. The organization of the household 
was left to our mother patient, and by the 
time she was 16 she felt she would have it 
easier if she left home and sought a place 
as a maid for room and board for the priv- 
ilege of finishing her high school education. 
Meanwhile she maintained contact with her 
father and her mother as she remained in 
the same town. After completing high school 
she moved to a metropolitan area and sought 
employment as a clerk-typist and secretary, 
sending “home” to mother what she could 
spare from her earnings. She met her hus- 
band at age 22, and married about one year 
later. 


At the time she met her husband he was 
on active duty with the armed services and 
subsequently being discharged, he took a 
post in a federal agency which necessitated 
his moving periodically from post to post. 
They had lived contentedly in this manner 
for nearly 10 years at the time of the death 
of her husband. The children progressed 
without overt difficulty, and there was a 
satisfactory financial security for them as 
well as full a social life as they desired. 


All of this ceased with the death of her 
husband and suddenly she was catapulted 
into a situation which reminded her of her 
parents. She was unable to express overt 
grief at the time of the funeral and for some 
18 months had remained withdrawn from 
human contact as much as possible, devoting 
her life to the children and re-establishing 
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contact with the religious faith of her child- 
hood. She moved the family to the environ- 
ment where she had met and married her 
husband, and had been unable to part with 
her husband’s clothes, personal items of 
various nature and symbols of his employ- 
ment such as special tools, etc. These items 
were in her room in the house she purchased, 
in the garage and in the attic in storage. She 
continued to live as though her husband had 
not died, but had simply gone for an extend- 
ed leave. She constantly reminded the chil- 
dren of their father in numerous ways, and 
held him up to the eldest son as a man of 
integrity. At the same time she came to de- 
pend on the boy in the same manner as she 
had her husband, and in many ways turned 
to the child to aid in making decisions re- 
garding the entire family. 


For some six months prior to her appear- 
ance at the clinic she had begun to expand 
her social activity, taking in an occasional 
movie with other widows who lived near the 
military base, and participating to a limited 
extent in the officers’ club activities to which 
she was entitled. 


She had maintained contact with a dentist 
friend and his wife, with whom she and her 
husband had been socially close during their 
tour of military duty, although this dentist 
now lived several hundred miles away. 


This was the situation at the time of her 
first interview. We saw her and as she de- 
nied her own frustrations to a point which 
precluded seeing her, we agreed to see the 
child in a playroom situation once weekly, 
recognizing that by some manner his natural 
sexual tendencies toward his mother were 
being stimulated unconsciously by her, and 
at the same time his superego had formed 
sufficiently well that he had not made any 
known overt sexual approaches to his mother 
or immediately younger sister. Rather he 
had developed the symptoms which were now 
bringing both of them to us. He was doing 
well in school, was learning to play a wind 
instrument, and had several boys his age 
with whom he “palled” around, much like 
any other youth in the latency period. He 
was not antagonistic to authority and was 
well liked by his peers and adults around 
him. 
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During the first course of treatment, last- 


’ ing about 12 weeks, the boy worked through 


a great many fears about his sexual stimu- 
lation by his mother, and discussed the vari- 
ous situations in which he became stimu- 
lated; such things as passing her in the hall 
in their home when she would be partially 
unclad or clad only in her undergarments; 
being invited into the bathroom by her when 
she was bathing, and even though she was 
not nakedly exposed to him, he was greatly 
stimulated by her close presence and the hot 
steamy atmosphere of the small room. How- 
ever, he never made an overt approach to- 
ward her, but either masturbated later or 
collected the women’s undergarments as he 
had been accused, and then masturbated. He 
appeared to have had these impulses under 
control, and when this situation of stimula- 
tion was discussed with her, his mother de- 
nied hotly this behavior on her part. ‘“Fur- 
thermore,” said she, ‘‘he hasn’t been steal- 
ing underclothes for several weeks, so he 
seems to be cured.” Whereupon she dis- 
continued his treatment in a huff that we 
would consider her such a bad mother as to 
behave in such a manner. During the series 
of interviews with the boy, his mother re- 
fused to talk with anyone on a regular basis 
since she was not able to accept any role in 
the stimulation of the child. 


About three months after he was removed 
from treatment by the mother, he was ac- 
cused of taking a girl’s purse at school, re- 
moving the money from it and discarding 
the empty purse. A chain of circumstantial 
events was established by the school person- 
nel which pointed directly to him. He was 
confronted with the circumstantial evidence 
and admitted taking the money. Referral to 
the juvenile court followed, and since he had 
admitted the act and had led his accusers 
to the discarded purse and promised restitu- 
tion of the money from his allowance, he 
was not suspended from school. At the juve- 
nile court his mother confided that she had 
brought him to us previously because of her 
concern about his behavior, and in a prom- 
ise from her that she would return him to 
us for therapy, the case was made inactive. 


She followed through with the arrange- 
ments made at the court and brought him 
to us. On this occasion, because of our previ- 
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ous experience with her at the clinic, we 
took the attitude that we should prefer to 
see her. She refused to come in unless we 
saw the child, since she was unable to accept 
the fact that her behavior influenced his 
to that degree. She continued to maintain 
that the problem was basically his, and she 
was unable to understand him or how she 
was involved in it. 


Another series of interviews were begun, 
and after some ten weeks of weekly inter- 
views, the male therapist had established 
enough positive relationship that the child 
had discontinued his previous behavior and 
had identified with the therapist well enough 
to copy him almost openly in mannerisms, 
tone of voice and interests. It seemed to us 
he had achieved an identification which 
would permit him further development given 
the opportunity to do so without the excessive 
stimulation of his home life. The mother 
was informed of our opinion regarding him, 
and it was suggested she continue for a time 
to follow her own progress since she had 
barely touched her own problem, and had 
not established a solid relationship with her 
own therapist. She took the attitude that 
since he no longer needed to come, it was not 
necessary for her to do so. She discontinued 
two interviews after the boy was dismissed. 


A period of six months passed and we had 
no word of the boy or his mother. The school 
term had ended for the summer holiday 
which was more than half over when we re- 
ceived a frantic call from this mother. Her 
son had been accused by one of the neighbor 
women of rifling a bureau and taking sev- 
eral pairs of women’s underwear. Again the 
evidence was purely circumstantial but 
pointed clearly to her son. The series of 
events unfolded as follows: The boy had 
been playing in an upstairs bedroom with 
his chum, a brother of the girl who missed 
the underclothing, and on several occasions 
for a few moments at a time he was alone 
in her bedroom. No one else had access to 
the room until she discovered the loss. Im- 
mediately her mother called the boy’s mother 
to inform her. An immediate search dis- 
closed the garments stuffed behind his bu- 
reau in his room, wrinkled and wadded into 
a ball but otherwise unharmed. Because of 
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the implication that the neighbor would call 
the juvenile authorities about his behavior, 
the mother became nearly panic-stricken 
and called us to take the child into treat- 
ment immediately. When we declined seeing 
the boy, she became furious but agreed to 
come in alone for one appointment. Since 
the clinic had had the experience with her 
which we had, we felt until such time as her 
own life would be more satisfactory at an 
adult level for her, there was little we could 
offer this boy. The stimulation for him in the 
home had been unabated, and her life had 
remained essentially the same for her. A 
bit of church, an occasional date, and fre- 
quent visits to the officers’ club for an eve- 
ning of rabelaisian frivolity but no attempt 
at a continued relationship with one man. 
Although she professed an interest in re- 
marriage, the constant threat of removal of 
her funds should she remarry always posed 
the conflict. Such were the circumstances 
of her call. She was informed we would not 
see the boy until such time as some modifi- 
cation in her treatment of him could come 
about. She was furious, but she agreed to 
come only to keep her son out of the hands 
of the juvenile authorities. 


A resident psychiatrist at the clinic began 
to see her twice weekly under the control of 
the director. Several weeks passed and her 
situation changed only by the commence- 
ment of acting out her therapy by re-estab- 
lishing contact with the dentist at an inti- 
mate level. At the same time she was travel- 
ing to visit the dentist, she also was being 
courted by an eligible man who denounced 
marriage with her because of her children. 


He seemed reluctant to marry a ready-made 
family. As he was in military service, he 
was transferred to another post and sent 
word back in about a fortnight that he had 
married. Our patient developed somatic com- 
plaints as she was deeply attached to him 
as she had been to her husband. She re- 
moved herself from treatment and sought a 
hysterectomy in a distant town, still not 
convinced that her behavior had precipitated 
or stimulated her son’s behavior. 


Another three months passed and we 
heard nothing except that we knew the son 
had not been apprehended, that the new term 


41 














at school had begun, and the boy was doing 
fairly well. We knew nothing of the sexual 
behavior of the boy; there were no reports 
of further stealing of any kind and this be- 
havior seemed to be permanently removed 
as a symptom. 


Again the mother called frantically. On 
this occasion she was calling because of her 
own anxieties. She had been outside in 
balmy weather hanging up the wash, and be- 
gan conversing with the neighbor over the 
back fence. In the course of the discussion 
the neighbor remarked that when he watched 
her with the children in the yard and around 
the house she seemed to treat her eldest son 
more like a husband than a son. At that par- 
ticular moment she was wearing shorts and 
a “halter ;” normal wear for beach or sports 
attire, and not unusual for a housewife do- 
ing housework. She became acutely embar- 
rassed, flushed and nearly panicked on the 
spot. She spent a sleepless night as it was 
too late in the day to make telephone contact 
with the clinic for an appointment. There 
were a host of memories of ‘“minor’’ inci- 
dents regarding her behavior and her son’s, 
and memories of his passing remarks in 
trying to encourage her to desist from prac- 
tices of being relatively unclad around the 
house. Such situations as passing him in 
the hall between bedroom and bath clad only 
in her undergarments with a towel wrapped 
around her waist like a skirt, and his re- 
marking “Mother, I wish you wouldn’t do 
that.” Her asking him to snap her dresses, 
or to aid in dressing her in one way or an- 
other, and his resistance to a point where 
she had to become harsh with him to make 
him comply. The appearance of his face 
when she asked him to come into the bath- 
room while she was bathing, but not exposed 
to him. His attempts to leave her and her 
callers to themselves in the living room, but 
her insistence he not only meet them, 
but also that he approve of them when she 
asked him later. All of these things were re- 
called, and to increase her guilt and anxiety, 
in the next two or three days she missed her 
dust cloths in the house. She distinctly re- 
membered using them on the day she kept 
her appointment at the clinic. Her “dust 
cloths” were her worn and discarded under- 
pants. She had used these for several years 
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for dust cloths around the house even though 


’ the rayon was not absorbent nor efficient. 


Her husband had always been amused at the 
practice, and she had continued it after his 
death. She found them wadded into a ball, 
hidden under a pile of her son’s dirty clothes 
in a corner of his closet. They were dried 
and stiff with a substance she assumed to 
be seminal fluid. 


Fresh anxiety arose. For the first time 
she seemed to appreciate the fact that her 
behavior had influenced her son, and that 
what she said to him was not as important 
as her behavior. 


During this period of acute reaction she 
was seen three times weekly, and all the 
previous attempts of her therapists to con- 
vey the content of her behavior to her via 
interpretations rushed to her memory, and 
there was a period of some four weeks when 
all the circumstances of the interpretations 
and her hostile resistance to them were re- 
called, along with fresh memories of inci- 
dents regarding her son. 


When she had exhausted this initial spurt 
of self-investigation in the relative present, 
we began to see these events tied into older 
memories particularly regarding her father, 
then later involving hostility toward her 
mother because of the emotional load with 
which the mother had burdened her by her 
excessive “illnesses.” 


Sixteen months were required to work out 
the sufficient details of her early life to 
concentrate on the relationship with the 
therapist. After some three months of con- 
centrated work on her relationship, she be- 
gan to feel that the home situation was 
placid; her son was doing well in school and 
had begun to take a more conventional in- 
terest in girls. My patient had made new 
male contacts, had separated her personal 
interests from the family, and had solved 
many of her problems. She felt able to con- 
tinue without the dependency on the ther- 
apist and so discontinued on a provisional 
basis. 


This basis was continued for two years 
and recently I had the opportunity to meet 
her where I was giving a mental health talk 
in a community meeting. She was quite vocal, 
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friendly and indicated in a few brief words 
that all was well. She had known some two 
weeks in advance that I was to appear on 
the program, and so had had time to reacti- 
vate what ever residual might not have been 
adequately resolved. I felt the encounter 
was a comfortable one, and she has not re- 
quested new appointments. 


I do not contend this woman underwent a 
thorough enough treatment that she could 
be said to have been analyzed; however, it 
was thorough enough to permit her to live a 
more comfortable existence without having 
to use her children defensively in her adjust- 
ment. Essentially, her ego organization re- 
mained unchanged except for the loss of the 
symptoms in her children, but that in itself 
justifies the apparent length and depth of this 
“brief” psychotherapy. During the course 
of the period of more conscious intense re- 
lationship to the therapist, a part of the hos- 
tility toward her father was displaced onto 
the therapist. At the same time the therapist 
acted as a depository for her fantasies of 
having a husband, and as soon as she could 
accept the death of her husband as not being 
caused by her hostility, the matter was drop- 
ped. The fantasies of the therapist as a 
husband receded and she was able to con- 
tinue seeking gratification elsewhere. No 
infantile or childhood memories of the 
oedipal situation were brought to conscious- 
ness. 


Summary 


Two cases depicting a method of manage- 
ment of mothers brought to a community 
guidance center because of symptoms in their 
children are presented. The symptoms in 
the children are considered as being an ex- 
tension of the neurotic conflict, in these 
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cases in the mothers, and when the conflict 
is brought to its original source, in the adult, 
the anxieties of the child are greatly re- 
lieved; while at the same time the therapist 
must be sufficiently adept to be able to pur- 
sue the now overt neurosis of the parent to 
bring the case to a satisfactory adjustment. 
Analysis need not be necessary, but suffi- 
cient skill must be applied to permit a re- 
adjustment. Furthermore, such an approach 
to this type of case most frequently seen in 
a “guidance center” also is preventative since 
it does aid the adult in making easier ad- 
justments toward all the other children in 
the family, as well as toward that one who 
brought the parent to the clinic in the first 
instance. 
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An interesting case study of a patient who demon- | 
strated a striking response to fibrinolysin in the 
treatment of an embolus to the right iliac artery. © 








FIBRINOLYSIN (Actase) 


in the Treatment of Peripheral Embolism 


A Case Report 


ALTHOUGH fibrinolysin has been used in 
the treatment of thrombophlebitis, pulmo- 
nary embolism, and cerebral thrombosis,!~° 
to my knowledge it has not been previously 
successfully employed in the treatment of 
peripheral embolism in the human being. 
One patient treated with fibrinolysin by 
Moser® for a brachial embolus has been re- 
ported but the outcome was not mentioned. 
The patient who is the subject of this re- 
port was seen within two hours following 
embolism to the right iliac or proximal right 
femoral artery. Because it was believed that 
the thrombus had formed in the heart with- 
in two to four days prior to embolism treat- 
ment with fibrinolysin was considered to be 
worthwhile. The plan was to do a surgical 
embolectomy unless dramatic and significant 
improvement took place within two to four 
hours. 


Case Report 


V.D., a 36 year-old white housewife was 
admitted to the Ponca City Hospital on 22 
May 1960 with a chief complaint of severe 
pain, numbness of the right foot and leg 
and inability to move the right foot, all of 
approximately two hours duration. 


The past history was of significance in 
that the patient had had rheumatic fever at 
age 15 and was confined to bed for approxi- 
mately nine months. She had been told that 
she had no residual except for a heart mur- 
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mur. The review of systems revealed that 
she had had several episodes of congestive 
heart failure and had been treated with digi- 
toxin and also diuretics. 


About three days prior to the present ill- 
ness she had some type of emotional dis- 
turbance and went to her family physician 
who discovered that she had auricular fib- 
rillation. Two days later she was seen again 
by the family physician and at that time 
fibrillation had ceased. About 10 p.m. on 
the date of admission she noticed numbness, 
tingling, and transient pain in the left foot 
and leg and then rather severe pain in the 
right foot and leg. These symptoms were 
accompanied by numbness of the right 
foot and leg and inability to move the toes 
and foot. 


On admission, the patient was a thin but 
well developed woman who appeared to be 
acutely ill. Vital signs were: Temperature 
98.2, Pulse 88/min., Respirations 20/min., 
Blood Pressure 112/78. The left border of 
the heart was found to be approximately 
1.5 cm. to the left of the mid-clavicular line. 
There was a soft presystolic murmur heard 
over the mitral valve. The right foot, leg, 
and knee were cold and there was anesthesia 
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to superficial touch extending up to the knee. 
The right foot was waxen and the toes were 
cyanotic. The foot had a rather mottled ap- 
pearance. No pulses were palpable in the 
femoral, popliteal, posterior tibial, or dor- 
salis pedis areas. All of these pulses were 
good on the left. The remainder of the ex- 
amination was essentially normal. 


The pertinent laboratory data included: 
A normal hemogram. The urinalysis revealed 
25-35 WBC/hpf, two to four RBC/hpf, spe- 
cific gravity 1.024, pH 5.5. There was no 
protein or sugar in the urine. 


Immediately after the admission history 
and physical examination were completed, 
the patient was given 50 mg. of Demerol 
and 50 mg. of Heparin intravenously. An 
intravenous infusion containing 100,000 
units of fibrinolysin (Actase)* diluted in 
250 cc. of 5% dextrose in water was started. 
At approximately three hours following the 
beginning of the infusion (one hour follow- 
ing the completion of the infusion) she was 
able to move the toes of the right foot and 
the sensation to touch had returned. At this 
time there was some question as to whether 
the foot was warmer than on admission. 
Shortly following this the pain seemed to 
subside a great deal. Approximately four 
hours after beginning the first infusion con- 
taining fibrinolysin it was possible to feel 
a very faint femoral pulse. This was ques- 
tionable but in view of the improvement of 
symptoms it was decided to postpone the 
embolectomy which had previously been 
planned. Seven hours after the beginning of 
the first infusion a second infusion contain- 
ing 50,000 units of fibrinolysin diluted in 250 
ec. of 5% dextrose in water was started. At 
this time there was a definite femoral pulse 
on the right as well as a faint popliteal pulse. 
The foot and leg had warmed to ap- 
proximately 10 cm. below the knee at this 
time. A definite anticoagulation regimen 
was started consisting of 50 mg. of Heparin 
intravenously every four hours. Twelve 
hours following the beginning of the first 
fibrinolysin infusion and five hours after 
the second infusion very good femoral and 
popliteal pulses could be palpated. At this 
time there was a faint posterior tibial pulse. 


*ACTASE Fibrinolysin (Human), Ortho Pharmaceutical Cor- 
poration, Raritan, New Jersey. 
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The foot was no longer cyanotic or mottled 
and the temperature had definitely in- 
creased. Sixteen hours following admission 
all pulses of the right lower extremity were 
good. On the morning of the second hospital 
day Coumadin 50 mg. IM was given and a 
third infusion containing 50,000 units of 
fibrinolysin was started. At this time both 
feet were equally warm and the pulses were 
equal bilaterally. On the third hospital day 
the fourth infusion containing 50,000 units 
of fibrinolysin was completed. It is of in- 
terest that approximately twelve hours fol- 
lowing the first infusion of fibrinolysin the 
body temperature rose to 102.4 but returned 
to normal the morning following. The pa- 
tient did however continue to have tempera- 
ture elevations up to 100° There was some 
associated transient nausea. The nausea was 
controlled with Compazine. Again follow- 
ing the fourth infusion the body tempera- 
ture rose to 102.8° orally. By the fifth hos- 
pital day the temperature gradually returned 
to normal and remained so until the end of 
her hospital course. Her prothrombin time 
was controlled with the administration of 10 
mg. Coumadin daily. On the fifth hospital 
day ambulation was begun and she was dis- 
charged on the morning of 3 June 1960 ap- 
proximately eleven days following admis- 
sion. 


After discharge from the hospital she was 
kept on anticoagulant therapy for approxi- 
mately one month. Since then she has had 
no symptoms or signs of vascular insuffici- 
ency. There have been no further episodes 
of auricular fibrillation. 


Discussion 


The author believes that this type of treat- 
ment was successful for at least two rea- 
sons. First, there was good reason to be- 
lieve that the thrombus had only formed 
within two to four days prior to embolism. 
The patient had been treated by her per- 
sonal physician for a long period of time 
and he had never known her to have auricu- 
lar fibrillation. This led me to believe that 
endothelialization of the thrombus had not 
occurred and that fibrinolysin should be ef- 
fective. Second, fibrinolysin was started 
within two hours following embolism and 
any dissolution of the embolus should tend 


45 








to relieve associated arterial spasm. I be- 
lieve that the embolus was large enough 
initially to have been capable of occluding 
the aortic bifurcation because at first symp- 
toms were present in the contralateral ex- 
tremity. 


While the treatment was successful and 
the improvement dramatic I do not believe 
fibrinolysin should be used in all cases of 
peripheral embolism. Of course, in selected 
cases where there is a reasonable margin of 
safety in regard to time then consideration 
should probably be given to the use of fib- 
rinolysin. In these cases the surgeon should 
be prepared to operate at a moment’s notice. 


fibrinolysin is reported. Reasons are given 
for assuming the success of the therapy. 
The author believes fibrinolysin should be 
given consideration in selected cases only 
and that embolectomy should be performed 
unless improvement is rapid and dramatic. 
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The successful treatment of a patient who 
sustained an embolus to the right iliac ar- 


tery or proximal right femoral artery with 411 Community Building, Ponca City, Oklahoma 


BVEEDICS IN 


IDEFENSE Metabolic Disturbances in Mass Casualties 


The numerous casualties resulting from a thermonuclear attack will no doubt present 
a combination of injuries, including severe muscle damage, fractures, perforating injuries, 
burns, and radiation injuries. Associated with the problems of these wounds will be prob- 
lems of electrolytic derangement combined with anemia. Blast injuries, crush injuries, 
burns, shock, and sepsis are all attended with impairment of the renal function, which may 
progress to acute renal insufficiency. These conditions require parenteral fluid administra- 
tion but the paucity of medical personnel will make this form of therapy entirely impossible 
in large groups of individuals. The clinical picture of progressive deterioration and coma 
will therefore be unfortunately characteristic. 

In these circumstances, most casualties must be allowed to drink fluids as they wish, 
though, if it is at all possible, those in shock and coma and those with gastrointestinal wounds 
should receive fluids only intravenously. Casualties who are likely to be given an anesthetic 
shortly should also be given fluids intravenously if it is possible. During the initial critical 
hours, salt and soda, by mouth, should be of great therapeutic value. 

In casualties in whom acute renal insufficiency appears, heroic measures and constant 
supervision will be necessary to reverse the fatal trend. It is unrealistic to assume that such 
care can be provided for many casualties. Inadequate early care imposed by the circum- 
stances will therefore cause many deaths among those who survive their injuries, and the 
deterioration to be anticipated among the survivors will, of necessity, influence sorting and 
priorities for more definitive care after the first phase of management has been completed. 

On the other hand, many who survive their wounds will also survive renal shutdowns 
and will recuperate. In the interim, everything possible should be done to reduce the stresses 
imposed upon them, including, if that procedure seems to offer a better chance for their 
survival, the sacrifice of a limb. 

Alimentation of all casualties will necessarily be almost exclusively by the oral route, 
with such fluids and food as are available. 
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The simple office procedures of blood pressure 
determination and palpation of the abdomen 
will often disclose serious arterial diseases, now 














surgically correctible. 


Aneurysm and Occlusive Disease 


of the Aorta and Its Branches 


THE RAPIDLY developing field of vascu- 
lar surgery has now rendered commonplace 
a number of operations on the arterial sys- 
tem unknown a few years ago. It is some- 
times helpful to review the clinical syn- 
dromes encountered in everyday practice 
which may be corrected by direct attack on 
the underlying vascular lesion. 


The aorta and its branches are the site 
of two major diseases: aneurysm and oc- 
clusion. Aneurysms are usually arterio- 
sclerotic in origin, especially below the level 
of the renal vessels, whereas above this they 
are often luetic in origin. Occlusion is usual- 
ly the result of gradual arteriosclerotic nar- 
rowing, but may be sudden and dramatic 
from embolism or from thrombosis based on 
an arteriosclerotic plaque. 


Aneurysm 


An asymptomatic abdominal aneurysm 
may be found on routine physical examina- 
tion during abdominal palpation. It presents 
as a pulsating mass in the epigastrium, often 
higher than one might expect. A bruit may 
be heard over it. Such a definite, pulsating 
mass in the abdomen should always be fur- 
ther investigated promptly. Usually calcifi- 
cation in the wall of the aneurysm makes it 
visible on a plain x-ray film. Definite x-ray 
visualization or unquestionable palpatory 
evidence is all that is needed to make the 
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diagnosis, and further proof such as aorto- 
graphy is usually unnecessary. 


Case 1 


The patient was a 61 year-old white male 
with a known duodenal ulcer. Routine ex- 
amination also disclosed the presence of an 
asymptomatic abdominal aortic aneurysm. 
At operation a 7 x 10 cm. aneurysm was re- 
sected and replaced with a dacron graft. 
Pylorie obstruction from the duodenal ulcer 
rendered a subtotal gastrectomy necessary 
ten days later. He recovered completely. 
Subsequently, a patient with a similar com- 
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bination was treated by simultaneous re- 
section of the aorta and stomach, with re- 
covery. This is probably the preferred 
method. 


If the aneurysm is associated with pain 
and tenderness, rupture is imminent and 
may occur at any time. Back pain from 
erosion into the vertebrae is a particularly 
ominous and valuable sign. In fact, any old- 
er person with low back pain not attribut- 
able to usual causes should be specifically 
investigated for abdominal aneurysm. These 
patients are sitting on a powder keg, and 
only reasons of the greatest import should 
delay immediate operation. 


Case 2 


An 82 vear-old white man, in good health 
for his age, had a known asymptomatic ab- 
dominal aortic aneurysm of about two years’ 
duration. He awakened one morning with 
pain and tenderness in the region of the 
aneurysm, and pain in the back. He was 
hospitalized and x-ray films, pyelograms and 
barium studies were noncontributory, except 
to rule out other causes of the pain. Over 
the next two days the pain subsided and he 
felt better. In view of the clinical improve- 
ment and his advanced age, the fatal de- 
cision was made to procrastinate. The 
aneurysm burst and he died within minutes, 
three days after admission. 


This patient illustrates the urgent need 
for prompt investigation when pain is pres- 
ent. Even after rupture, however, resection 
may still be possible and should be attempted 
if the patient can be taken to the operating 
room alive. A prompt incision and a clamp 
across the aorta may allow replacement of 
blood loss and excisional surgery. 


Case 3 


A 67 year old white male had sudden on- 
set February 6, 1960 of severe pain in the 
abdomen and left flank, followed by ab- 
dominal distension, pallor, shock and ecchy- 
mosis which spread from the left axilla to 
the hip. A diagnosis of ruptured aortic 
aneurysm was made, and a hopeless prog- 
nosis given. Over the next four days, al- 
though his condition continued to deterio- 
rate, he remained alive, and was transferred 
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deep shock, with a huge, palpable, liquid 
hematoma of the left flank and a florid 
thrombophlebitis of the left leg secondary 
to occlusion of the iliac vein from pressure 
of the ruptured aneurysm. He was taken 
immediately to the operating room and the 
abdomen opened. The patient was a large, 
muscular, vigorous man weighing 210 
pounds, and his size, coupled with the dif- 
ficulty of working in the huge retroperi- 
toneal hematoma, formed an almost insur- 
mountable obstacle. An attempt to evacu- 
ate the hematoma resulted in released pres- 
sure on the rent in the aneurysm, with ex- 
sanguinating hemorrhage. By the time a 
clamp was placed across the upper aorta, 
peripheral pulse and breathing had _ stop- 
ped, and the only vital sign was a faint flick- 
er of pulse in the proximal aorta. While 
twelve pints of blood and four ampules of 
levophed were being infused under pressure 
through two sites, the aneurysms which in- 
volved the lower aorta and left iliac artery, 
was excised and continuity re-established 
with a bifurcation dacron graft. His condi- 
tion then rapidly improved and he left the 
operating room with a blood pressure of 
130/80. 


Then ensued a most remarkable series of 
complications for a man to endure success- 
fully. These included lower nephron ne- 
phrosis, persistent gastric dilatation, wound 
dehiscence, pneumonia, stress ulcer with 
hemorrhage, requiring twenty-two pints of 
blood, thrombophlebitis and toxic psychosis. 
He was ultimately discharged on his thirty- 
first day. He has regained his health and 
strength, and is vigorous and asymptomatic 
at this time. 


The threatening character of aortic an- 
eurysm dictates its removal wherever and 
whenever found, the patient’s condition per- 
mitting. Although most are below the renal 
arteries, their removal is just as necessary 
if above the renais or in the chest, which is 
the reason aortography is usually unneces- 
sary—one is going to remove it anyway. 


Case 4 


A 47 year-old hypertensive white male 
with a luetic history was found to have a 
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Figure 1: Case 4: Aneurysm upper abdominal aorta, 
with major vessels arising from it. 


large upper abdominal aneurysm extending 
from the diaphragm to below the renal ar- 
teries (fig. 1). The entire aorta was ex- 
posed by a left thoracoabdominal incision 
and displacement of all the viscera and pan- 
creas to the right. A dacron graft was placed 
into the side of the thoracic aorta and the 
other end united to the distal end of the 
transected aorta below the renals. Stepwise 
then, the celiac axis and renals were de- 
tached from their origins and implanted into 
the side of the graft. The superior mesen- 
teric was the site of an old occlusion 
and therefore not transposed. The aneurysm 
was then excised. Figure 2 shows the graft 
in place after excision of the aneurysm. The 
patient put out urine from the first and was 
apparently doing well when progressive azo- 
tema developed and he died of uremia on his 
tenth postoperative day, in spite of 500 to 
1,000 ce. daily urinary output. Autopsy re- 
vealed all anastomoses patent and function- 
ing. There were several kidney infarcts 
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present, and kidney damage from the long- 
standing hypertension. 


This patient’s kidneys, already damaged 
by hypertension, ultimately failed, even 
though circulation had been adequately re- 
stored. Newer techniques of local kidney 
hypothermia during operation might have 
permitted a successful outcome. In cases 
where the aneurysm is in the chest, use of 
by-pass with the heart-lung pump is neces- 
sary to maintain circulation during the pe- 
riod of excision and graft replacement. 


Occlusive Disease 


Arteriosclerotic plaques may build up at 
any major arterial bifurcation, ultimately 
slowing the blood flow or causing complete 
obstruction at the site. Beyond, however, the 
vessel usually remains open, receiving blood 
through collaterals, and available for res- 
toration of blood flow through the occluded 
site. This may be done by excision of the 
affected area with graft replacement, throm- 
boendarterectomy, or graft by-pass. 





Figure 2: Case 4: Graft in place. Note side arms 
to renal arteries. 











Vessels of the Aortic Arch 


The innominate, subclavian, carotid and 
vertebral arteries may individually or col- 
lectively become obstructed by plaques at 
their origins. If all are obstructed an in- 
teresting rare syndrome, known as Taka- 
yasu’s or “pulseless” disease, develops. The 
radial pulses may disappear on one or both 
sides, the blood pressure becomes low or un- 
obtainable on one or both sides, and fainting 
spells, vertigo and mental changes are pres- 
ent. Diagnosis is by means of aortic arch 
angiography. Treatment is removal of the 
offending plaques. 


More common, and a subject of much pres- 
ent interest, is occlusion of the internal caro- 
tid arteries. This is responsible for an ap- 
preciable percentage of “strokes” and is 
often remedial, with spectacular results. It 
is to be suspected when fainting spells, ver- 
tigo, transient aphasia and transient paresis 
are present. Bilateral carotid and, when 
necessary, bilateral vertebral artery angio- 
graphy, will make or rule out the diagnosis 
and indicate the necessary approach. All 
such patients should be evaluated by a neu- 
rologist or neurosurgeon before operation is 
recommended. Operation for complete oc- 
clusion is seldom attended by success after 
a few hours have passed, but may be at- 
tempted in selected cases. Operation for 
partial, but definite, occlusion may be at- 
tended by dramatic improvement. The se- 
verity of symptoms after partial or com- 
plete occlusion on one side is determined 
by the integrity of the Circle of Willis. 
If it is fully formed and functioning, 
complete occlusion on one side may be 
unattended by any clinical symptoms, but 
if deficient, even partial occlusion of one 
side may cause severe symptoms. These fac- 
tors should all be evaluated preoperatively, 
with adequate angiography and neurological 
evaluation. The operation is well suited to 
local anesthesia, where the state of con- 
sciousness may be continuously monitored. 
If necessary, a temporary polyethylene shunt 
may be employed to carry blood while the 
endarterectomy is being performed. In se- 
lected patients, hypothermia is of value in 
protecting the brain during the period of 
surgical occlusion. 
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Figure 3: Case 5: Upper film shows complete oc- 
clusion of right internal carotid. Note almost complete 
occlusion of origin of left internal carotid in lower film. 


Case 5 


A 66 year-old white male began noting 
transient weakness in the left arm and oc- 
casional clumsiness of speech in January, 
1960. On May 12, 1960 he was admitted to 
the hospital with partial left hemiplegia. 
Angiograms showed complete occlusion of 
the right internal carotid artery and almost 
complete occlusion of the left carotid artery 
at its origin (see figure 3). A left carotid 
endarterectomy under hypothermia was 
done, with removal of a large, thrombotic, 
calcified plug from the left common carotid 
artery and orifice of the internal carotid. 
An internal polyethylene shunt was placed 
to maintain some flow during the period of 
occlusion. This, in addition to the hypo- 
thermia, provided adequate protection dur- 
ing the twenty minute period of occlusion. 
He recovered promptly, and at the present 
time the only residual is left-sided weakness. 
He has excellent mental acuity and does his 
work without difficulty. 
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Figure 4: Case 6: Upper film shows left carotid. 
Lower film demonstrates complete occlusion of right 
internal carotid. 


Case 6 


A 51 year-old white man was involved in 
an automobile accident in which he lost con- 
sciousness for a few minutes. A few hours 
later he had another unconscious episode 
followed by weakness of the left side of the 
body, slurred speech and confusion. Bilat- 
eral angiograms (figure 4) showed complete 
occlusion of the right carotid artery. Op- 
erative exposure of the right carotid artery 
revealed old atheromatomous plaques with 
superimposed fresh clot completely occluding 
the internal carotid all the way into the skull. 
In spite of all maneuvers the distal vessel 
could not be unblocked and retrograde flow 
was never obtained. His condition was un- 
changed after operation, but he slowly im- 
proved with time. The case illustrates the 
usual poor results to be expected after the 
artery is totally occluded for more than a 
few hours. 


Occlusion of the Renal Arteries 


Arteriosclerotic narrowing of the renal 
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arteries produces ischemia of one or both 
kidneys which results in the Goldblatt phe- 
nomenon. This is an often unconsidered 
cause of hypertension. All patients with hy- 
pertension should have an intravenous uro- 
gram and differential, or “split” renal func- 
tion studies. A finding of depressed sodium 
and water excretion is very significant. If 
any of these tests are positive an aortogram 
should then be done. Marked narrowing or 
plaque obstruction of the renal artery with 
diminished opacification of the kidney is 
diagnostic. One or both kidneys may be in- 
volved. It is interesting to note that the in- 
volved kidney may be “protected” from the 
hypertension it has produced by its nar- 
rowed artery, while the “good” kidney be- 
comes damaged from the arterial hyperten- 
sion. 


Treatment consists of renal endarterec- 
tomy, graft replacement, by-pass graft or 
nephrectomy. Nephrectomy, the classic pro- 
cedure, has the disadvantage of sacrificing 
a possibly salvagable kidney, and leaving be- 
hind one damaged by hypertension. 


Case 7 


A 57 year-old man was investigated be- 
cause of blood pressure of 220/140. Intra- 
venous pyelography revealed a poorly func- 
tioning right kidney. An aortogram showed 
marked stenosis of the right renal artery 
and a small clotted aneurysm of the lower 
aorta. A right nephrectomy was done June, 
1958. Blood pressure has been normal since 
and he has remained in excellent health. 


Vessels of the Aortic Bifurcation 


Local segmental arteriosclerotic obstruc- 
tion of the terminal aorta and its branches 
is responsible for severe vascular insuffi- 
ciency of the legs. This remedial state of 
affairs has been responsible for untold num- 
bers of leg amputations for gangrene in the 
past. The familiar ‘Leriche”’ syndrome is 
known to all: intermittent claudication, de- 
pendent rubor, elevation pallor, shiny atro- 
phic skin and “pipestem” legs, progressing 
to gangrene, first of the toes and then of 
the foot. In high occlusions, claudication of 
the hips is a particularly significant sign. 
Vasodilating drugs and symptomatic meas- 
ures are of little value and lumbar sympa- 
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thectomy, although of help, does not attack 
the basic problem and should be reserved 
for cases of peripheral arteriosclerosis in- 
volving mainly the vessels below the popli- 
teal. 


All such cases as described above should 
be investigated by aortography and the lo- 
cation and extent of the obstruction assessed. 
If the nature of the pathology is appropriate 
for surgical relief, it may be dealt with by 
endarterectomy, excision and graft, or by- 
pass graft, depending upon which is ap- 
propriate in the individual patient. 


Case 8 


A 55 year-old white female developed in- 
creasing claudication of the legs and hips, 
to the point that she was unable to walk 
more than a block and found it difficult to 
stand while working. Femoral and distal 
pulses were absent. Aortogram (figure 5) 
showed thrombotic narrowing of the termin- 
al aorta with normal ileofemoral systems. 
A dacron bifurcation by-pass graft was in- 
serted from the aorta just below the renals 
to the iliac bifurcations (figure 6). Excel- 
lent femoral and foot pulses were restored 
and she now has no symptoms referrable 
to the legs. 





Figure 5: Case 8: Aortogram shows narrowing of 
aorta beyond renals and irregular indentation at bi- 
furcation. 
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Figure 6: Drawing shows principle of by-pass graft, 
as used in Case 8. 


Case 9 


A 66 year-old white male had progressive 
claudication of the legs over a period of 
several years, progressing to continuous pain 
even at rest in the legs and left foot. No 
pulses were palpable in the legs and the left 
first toe was partially gangrenous. He was 
addicted to Demerol because of the pain. 
Aortogram (figure 7) showed complete oc- 
clusion of the aorta at the level of the renals. 
At operation the completely thrombosed dis- 
tal aorta was excised and replaced with a 
dacron bifurcation graft. On the right the 
graft was terminated at the femoral bifur- 
cation; on the left, after being anastomosed 
to the femoral bifurcation, it was continued 
down to the popliteal (figure 8). Excellent 
pulses were restored and the gangrenous toe 
healed spontaneously. At the present time 
he has no pain and walks well. 


Sudden Occlusion 


The aorta or its terminal branches may 
become occluded by an embolus or sudden 
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Figure 7: Case 9: Aortogram shows complete oc- 
clusion of aorta at level of renal arteries. 


thrombosis superimposed on an _ arterio- 
sclerotic plaque. This surgical catastrophe 
is accompanied by the well known symptoms 
of pain, anesthesia of the extremity, livid 
mottling of the skin and absent pulses. Im- 
mediate exploration of the artery is indi- 
cated. If there is doubt as to its localization, 
aortography or arteriography is helpful. 


Case 10 


A 64 year-old white man was hospitalized 
for coronary occlusion. He was placed on 
anticoagulants. Two days after admission 
he developed mild coolness and numbness of 
the left leg and absent pulses, but the leg 
was obviously viable. In view of his cardiac 
status, no treatment was advised. On the 
third day after admission he developed sud- 
den numbness, coolness and pain in both 
legs, which became mottled and discolored. 
All peripheral pulses disappeared. He then 
developed acute heart failure with massive 
pulmonary edema, generalized cyanosis, un- 
consciousness and appeared moribund. An 
aortogram under local showed a complete 
block of the terminal aorta. He was intu- 
bated and taken to the operating room, 
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where rapid digitalization was accomplished 
and aminophylline and vasopressors given in 
heroic doses. With practically no anesthesia, 
a complete midline incision was made. A 
saddle embolus of the aorta was found and 
removed, after which his condition improved 
dramatically. A large mucocele of the ap- 
pendix was removed and the abdomen closed. 
After abdominal closure was completed the 
right leg was found normal, but the left re- 
mained cold, mottled and pulseless. A left 
femoral incision was made and an embolus 
extracted from the common femoral bifur- 
cation, after which the leg became warm. 
After a stormy postoperative course compli- 
cated by gastric retention, azotemia, pneu- 
monia, jaundice and wound dehiscence, he 
recovered and remains well, except for im- 
paired cardiac status. 


Case 11 


This 55 year-old white female had a rad- 
ical mastectomy for carcinoma in another 





Figure 8: Case 9: Graft extends from just below 
renals to femoral artery on right and to femoral and 
popliteal on left. 





Figure 9: Case 11: Sketches showing pathology en- 
countered and appearance after endarterectomy. 


city November 15, 1958. On her fifth post- 
operative day she developed coldness and 
numbness in the right leg. The following 
day the leg became cyanotic and mottled and 
the left femoral pulse became weak. It was 
considered inadvisable to move her and an 
operation was performed at her hospital, 
although no grafts were available. Exposure 
of the aortic bifurcation revealed a long core 
of old arteriosclerotic plaques and throm- 
botic material extending from the lower 
aorta to the iliac bifurcations. Below this 
point the arteries were soft on both sides. 
There was superimposed fresh clot in the 
lower aorta, completely occluding the right 





: common iliac. 








Long arteriotomies were 
made from the lower aorta to the iliac bifur- 
cations and through these incisions, com- 
plete endarterectomies were done, removing 
all material from the bifurcation and iliacs. 
After the incisions had been meticulously 
closed with fine silk, removal of the clamps 
resulted in excellent flow through both ves- 
sels (figure 9). At the present time, two 
years later, excellent blood flow and peri- 
pheral pulses remain, and she has recently 
returned from a mountain climbing trip in 
Colorado. 


Summary 


The aorta and its major branches are 
subject to localized or segmental arterio- 
sclerotic changes, which frequently result in 
aneurysm formation or partial to complete 
occlusion. 


Unless there are compelling contraindica- 
tions, aneurysms should be excised when 
found. It has been estimated that fifty per 
cent of aneurysms will rupture within a 
vear of discovery. 


Occlusive disease of the major branches 
of the aorta may be treated by endarterec- 
tomy, excision and graft replacement, or by- 
pass graft, with excellent expectations of a 
good result. 
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Message from the Dean 


Medical biostatistics today embraces not only the extremely important areas of vital sta- 
tistics and sampling survey methods related to epidemiologic investigations, but includes the 
rapidly developing area of experimental statistics, so valuable to the basic scientist and clin- 
ical investigator. é 


The Biostatistical Unit of the Department of Preventive Medicine and Public Health is 
in its fourth year of operation under a five-year National Institutes of Health training 
grant. The Unit has assembled a staff of trained and diversified personnel to render service 
to research workers, to conduct their own studies, and to train others in medical biostatistics. 


The Unit has fulfilled requests from every department of the School of Medicine— 
whether these requests were for individual consultation on designing experiments and 
evaluating data, or whether they involved full scale participation in research programs. 


In separate investigations, Unit personnel have crossed disciplinary lines and estab- 
lished that certain statistical techniques useful in industry and in other sciences have appli- 
cation in medical research. 


In order to serve the needs of a modern medical center, a biostatistical unit must have a 
full-time staff of statisticians, programmers and key punch operators, as well as consultants 
in statistical theory and methodology. It must have adequate laboratory equipment, space, 
and facilities. 


There is every reason to believe that if the Medical Center unit continues to grow, it 
will have a full complement of trained personnel and laboratory statistical facilities that can 
not only meet the increasing demands of the Medical Center, the State Department of Health 
and the FAA Civil Aeromedical Research Institute, but also can serve as a regional center of 
medical biostatistics, as consultant, service organ and training center. 


The Unit will continue to make use of the best talent available in the state. The pres- 
ent staff of biostatisticians and predoctoral candidates is enriched by consultants from the 
University of Oklahoma, Oklahoma State University and the Statistics Section of the State 
Department of Health. 


The personnel is constantly striving toward a goal of being able to render local and re- 
gional training, consultation and service to satisfy the ever expanding demands of the aca- 
demic medical sciences and the medical profession at large in this very significant area of 
modern medicine. 


Mark QR Crernx— 
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Case Presentation 


Patient: F. B. C., 21 year-old white fe- 
male. 


Chief Complaints: Dyspnea, orthopnea 
and dependent edema. 


Present Illness: Eight months ago the 
patient noted a mass in the upper abdomen, 
hard, stretched and most prominent in the 
epigastrium. There was a constant ache 
which spread over the left side of the chest, 
across the back, and below the shoulder 
joints. She was nauseated and vomited fre- 
quently after the ingestion of food. Her phy- 
sician made a diagnosis of enlarged liver 
and she was hospitalized for two weeks in 
Bakersfield, California. Treatment at that 
time was uncertain. One month later she 
was again hospitalized for about eight days, 
and again three months later for two weeks. 
She returned to Oklahoma the following 
month. Ten months ago she had noted a de- 
crease in strength and endurance which had 
progressed up until the time of her admis- 
sion to the University Hospital one month 
ago. She had always slept on two pillows 
and by the time of her admission here she 
could breathe only in 2 practically upright 
position. 


Past History: The patient was first ad- 
mitted to University Hospital three years 
ago with a tentative diagnosis of subacute 
bacterial endocarditis, secondary to coarcta- 
tion of aorta, rheumatic heart disease, or 
aortic stenosis. She had been told previously 
by various doctors that she had “leakage of 
the heart.”” Blood cultures at that time (on 
three occasions) all revealed growth of 
Staphylococcus albus. She was treated with 
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penicillin, salicylates and bed rest. For most 
of the time during which penicillin was ad- 
administered she continued to have a mod- 
erately elevated temperature, and it was 
thought that response to treatment was 
slight. Five days before penicillin was dis- 
continued, treatment with sodium salicylate 
was instituted. Temperature returned to 
normal and about 15 days after administra- 
tion of salicylates was begun the sedimenta- 
tion rate was 4-8-14-19; three days previous- 
ly it had been 8-15-20-25. The last previous 
sedimentation rate, before either penicillin 
or sodium salicylate was begun, had been 
11-25-36-45. Joint pains, which had been in- 
termittently present during her stay in the 
hospital disappeared after salicylate ther- 
apy. She was discharged two months later 
with a diagnosis of acute rheumatic fever 
based upon the clinical course and response 
to therapy. Sixteen months later she had a 
therapeutic abortion and partial hysterec- 
tomy at two months gestation. 


Physical Examination: At the time of 
admission a month ago the patient appeared 
thin, pale, undernourished and well de- 
veloped. Respirations were short, shallow, 
and the respiratory rate was 30. There was 
no point of maximum cardiac impulse. There 
was a systolic thrill in the midclavicular line 
to the anterior axillary line along the fifth 


*Presented by the Department of Medicine and Pathology, 
University of Oklahoma School of Medicine. 

**Doctor Wolf is Professor and Head of the Department of 
Medicine and Doctor Jayues is Chairman and Professor of the 
Department of Pathology at the University of Oklahoma Med- 
ical Center. 
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and sixth intercostal spaces. There was a 
blowing systolic murmur and rumble par- 
tially replacing the first sound in all valve 
areas, but most marked in the aortic area. 
There was a diastolic murmur toward the 
apex and in the third and fourth intercostal 
spaces to the left of the midclavicular line. 
A systolic murmur was also heard in the left 
chest posteriorly. The cardiac rate was 120 
with occasional irregularities. There was a 
firm, tender, regular mass filling most of 
the epigastrium. The liver was questionably 
palpable, 1 to 2 cm. below the costal mar- 
gin. There was 3+ pitting edema of the 
sacral region. The blood pressure in the 
right arm was 155/90 and in the left arm 
155/130. 


Laboratory Data: On the second hospital 
day the urine was straw colored, clear, had 
a pH of 6.0, sp. gr. 1.013, contained a slight 
amount of albumin, no glucose, a few flat 
epithelial cells and 0-2 WBC’s/h.p.f. On the 
second hospital day the blood contained 14.5 
gm. Hb., RBC’s 4,750,000, WBC’s 4,650 with 
N 62 (stabs 2), L 37, M 1. The NPN was 
43 and the sedimentation rate 0-0.5-1-2. Ro- 
entgenologic studies of the chest on the 
fourth hospital day were interpreted as 
showing cardiac enlargement and pulmonary 
congestion. Fluoroscopic studies five days 
later revealed enlargement of the heart with 
fairly good pulsation. The aorta was fairly 
well visualided. There were dancing shadows 
in the hilar region. Esophageal studies re- 
vealed marked enlargement of the left au- 
ricle. The findings were interpreted as being 
those of generalized cardiac enlargement and 
pulmonary congestion, most likely due to 
mitral heart disease. Electrocardiographic 
findings on the third hospital day were in- 
terpreted as complete left bundle branch 
block with the heart in vertical position. 


Clinical Course: The patient was treated 
with bed rest, sedation, diuretics and digi- 
toxin. She was discharged on the 20th hos- 
pital day considerably improved with in- 
structions to follow a low salt diet, to restrict 
activities, and to continue taking digitoxin 
and ammonium chloride. The diagnosis at 
the time of discharge was rheumatic heart 
disease, inactive, with aortic stenosis and 
regurgitation, and mitral stenosis and insuf- 
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ficiency. It was also thought that she had 
reflex pylorospasm and cardiospasm. Sev- 
enteen days after the previous discharge, she 
returned to the hospital with a history of 
dependent edema, orthopenea and dyspnea, 
progressively increasing for about one week. 
She was also disturbed by the newspaper 
reports of the toxicity of a salt substitute 
which she had been using. She received es- 
sentially the same treatment as at the time 
of the previous admission but did not re- 
spond. She had nose bleeds and possibly 
hemoptysis. Crackling rales were heard over 
both lung fields, and there was pulmonary 
dullness at the bases. Urinary output was 
scanty and there was cyanosis. At about 
7:35 p.m. the patient became apprehensive 
and began to spit up blood. She asked for 
a drink of water, and while it was being 
held to her lips she suddenly stopped breath- 
ing. Artificial respiration was of no avail, 
and she died at 8:00 p.m. on the third hos- 
pital day. 


Differential Diagnosis 


Doctor Wolf: I’m afraid that this sounds 
like a case where 50,000,000 Frenchmen 
can’t be wrong, but I think I’m going to dis- 
agree, in part at least, with the majority 
opinion. 


This patient is a 21-year-old girl whose 
chief complaints were dyspnea, orthopnea, 
and dependent edema. Certainly this focuses 
our attention immediately on the cardiovas- 
cular system and makes it virtually sure 
that we are dealing with a patient who is 
suffering with congestive heart failure. The 
issue is: what’s wrong with the heart. 


The present illness actually begins 10 
months ago when she noted a decrease in 
strength and endurance which had pro- 
gressed up until the time of her death. There 
is some indication that this patient may 
have had orthopnea prior to this time be- 
cause she is said to have always slept on two 
pillows. In any case, at the time she was 
admitted to the hospital she had severe 
orthopnea. Eight months prior to admission 
the patient noted a mass in the upper ab- 
domen which was hard, stretched, and most 
prominent in the epigastrium. I wasn’t sure 
what “stretched” meant. I thought of sub- 
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stituting a few other words. It would be 
very interesting to know what the mass did. 
Perhaps the most interesting thing to know 
would be whether it pulsated or not. I don’t 
think “stretched” would have been put in 
there instead of “pulsated.” In any case, it 
was firm and tender. There was a constant 
ache which spread over the left side of the 
chest, across the back, and below the should- 
er joint. She was nauseated, vomited fre- 
quently after the ingestion of food. Her phy- 
sician made a diagnosis of enlarged liver. 
She was hospitalized for two weeks. It is 
difficult to know what the physician at that 
time thought her enlarged liver might be due 
to. He apparently assumed, or determined, 
that this mass in the epigastrium was indeed 
liver and if it was tender, enlarged, and had 
been there for a relatively short time, he 
might have thought she had hepatitis, al- 
though nothing was said about her being 
icteric. Certainly the nausea and vomiting, 
an deven the pain, which doesn’t sem too well 
defined, could go along with her having 
hepatitis. At least he didn’t consider this a 
malignant lesion because she was discharged 
and had to be hospitalized again and again. 
Although no mention is made of peripheral 
edema or dyspnea at the time of this hos- 
pitalization in California, it seems fair to 
assume that this enlargement of her liver, 
presumably, was accompanied not only by 
nausea, but also by dyspnea, and perhaps 
peripheral edema. It is apparent we do not 
know toe much about this hospitalization be- 
cause it is said that treatment at that time 
was uncertain. This gives us more than the 
usual license to read into the story what 
may have been done at that time. 


In the past, the patient had been admitted 
three years before and one wonders whether 
this present illness did not extend back into 
that time. She was first admitted to Uni- 
versity Hospital three years ago, the tenta- 
tive diagnosis of subacute bacterial endo- 
carditis —a straightforward enough diag- 
nosis, but the basis for the cardiac deformity 
where the endocarditis was planted, was un- 
certain, apparently. It may have been co- 
arctation of the aorta. It may have been 
rheumatic heart disease, or it was thought 
perhaps to be aortic stenosis. She had been 
previously told by various doctors that she 
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had a “leakage of the heart.” Here it might 
be helpful to again pause and attempt to 
read into the picture what people may have 
been thinking about back three years ago. 
If we could do that logically it might make 
the problem of the present admission much 
easier. I note particularly in this past his- 
tory that although she had been told by 
many observers in the past that she had 
“leakage of the heart,” she had not been 
cyanotic. This is a very important item, 
of course, because we must entertain the 
possibility that this patient had congenital 
heart disease. If she had congenital heart 
disease, depending upon the nature of the 
anomaly, she might have been syanotic at 
one time in her life. The fact that it is not 
mentioned, however, would not allow us to 
weigh this possibility. Why was it difficult 
to make a differential diagnosis between 
coarctation of the aorta and rheumatic heart 
disease, presumably with aortic stenosis. I 
think this probably means that there was 
a loud systolic murmur and it probably was 
heard in the back as well as over the 
precordium. When we get down to the pres- 
ent story, there is still a loud systolic mur- 
mur. If there had been notching of the ribs, 
there wouldn’t have been so much question 
about her having coarctation of the aorta. 
Apparently her blood pressure was elevated 
at this time, although this isn’t stated. It is 
unlikely that a diagnosis of coarctation would 
have been seriously entertained had her blood 
pressure not been elevated. Although we 
do not have that information from the 
earlier admission, I think we can at least 
read this much into it. 


Blood cultures on three occasions revealed 
a growth of Staphylococcus albus. She was 
apparently febrile at this time, although we 
do not know how long she was febrile. It 
states her temperature returns to normal 
but it never says when it went up. It must 
have been up if it returned to normal. Was 
the Staphylococcus albus indeed a subacute 
bacterial endocarditis, or was it a contami- 
nant? Unfortunately, it is common for both. 
In some series of subacute bacterial endo- 
carditis, there have been as many as a third 
of the patients from whom Staphy-ococcus 
albus was recovered, ordinarily a nonpatho- 
genic organism, and very common contami- 
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nant. I think with three different occasions 
with a positive blood culture it would be 
hard to assume that this patient did not 
have a blood stream infection and if she 
had it in the presence of obvious valvular 
or chamber deformity in her heart, certain- 
ly it would be hard to get away from a diag- 
nosis of subacute bacterial endocarditis. In 
any case, she was treated with penicillin, 
salicylates, and bed rest. For most of the 
time penicillin was administered alone. She 
had a moderately elevated temperature and 
it was thought that response to treatment 
was slight. It would depend upon many 
factors whether we could say that her peni- 
cillin therapy had been vigorous enough or 
long lasting enough to have been expected to 
eliminate the organism and the infection. In 
any case, those who took care of her weren’t 
satisfied. They were particularly troubled 
by the fact that this patient responded ap- 
parently rapidly to salicylates. The temper- 
ature returned to normal and about 15 days 
after administration of salicylates the sedi- 
mentation rate was 4-8-14-19. Three days 
previously it had been 8-15-20-25. I assume 
that these are 15 minute time intervals. 
Prior to the penicillin and sodium salicylate 
the sedimentation rate had been higher— 
11-25-36-45. Joint pains, which had been in- 
termittently present during her stay in the 
hospital, apparently not very prominent, 
and, if we wanted to waive them we prob- 
ably could, disappeared after the salicylate 
therapy. This is an equivocal situation. The 
patient may have had an SBE, may have 
had active rheumatic fever. It would help 
us a good deal if we knew what the mur- 
murs were at this time and particularly if 
we knew what changes took place. It 
would also help us if we knew what the elec- 
trocardiographic tracings showed at this 
time because evidence of acute rheumatism 
might have been present in the electrocardio- 
gram, but in any case we don’t have that in- 
formation. Sixteen months later she had a 
therapeutic abortion, at two months gesta- 


tion, and a partial hysterectomy. There 
would probably be a good wide range 
of how serious a cardiac lesion might have 
led to a therapeutic abortion, from one phy- 
sician to another, and the presence or ab- 
sence of congestive failure would have been 
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important. We don’t know about that but 
the doctor who took care of her thought she 
had serious enough heart disease to make it 
dangerous for her to continue with her ges- 
tation. That means quite a bit, because pa- 
tients with serious congenital and rheumatic 
lesions, as many of you have seen, may do 
extraordinarily well with skillful manage- 
ment during pregnancy and labor. At the 
time of admission a month ago the patient 
appeared thin, pale, undernourished and well 
developed. Respirations were short, shallow, 
and the respiratory rate was 30. It was evi- 
dent that the patient was dyspneic at the 
time. There was no point of maximum car- 
diac impulse. There was a systolic thrill in 
the midclavicular line to the anterior axil- 
lary line along the fifth and sixth intercostal 
spaces. This brings up, I think, an impor- 
tant point as far as writing histories is con- 
cerned. It is difficult to evaluate from the 
statement, there was no point of maximum 
cardiac impulse, whether or not the impulse 
was diffuse but forceful, or whether it was 
rather dense and not obvious. This is an 
enormously important point. You or I might 
have written in the chart, meaning that the 
impulse was forceful, but diffuse, that there 
wasn’t any point of maximum impulse or 
there were diffuse areas of maximum im- 
pulse. I prefer to elect the former interpre- 
tation, since it is necessary to take your 
choice, because of the presence of a thrill. 
At this point there was a blowing systolic 
murmur and a rumble partially replacing 
the first sound in all valve areas, but most 
marked in the aortic area. This was the rea- 
son for the confusion earlier in trying to 
decide the nature of this individual’s heart 
disease. It wasn’t possible to localize these 
murmurs to one spot. There was a diastolic 
murmur toward the apex and in the third 
and fourth intercostal spaces to the left of 
the midclavicular line. A systolic murmur 
was also heard at the left chest posteriorly. 
This, as we mentioned, might have had 
something to do with this thought about 
coarctation. 


One piece of information which would 
help us a good deal in the auscultatory find- 
ings of the heart is left out. That is the P.. 
It would help us to know whether or not this 
was accentuated. We will hold that in abey- 
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ance. The cardiac rate was 120 with occas- 
ional irregularities. It is hard to tell ex- 
actly what that means, but it could mean 
that the patient was in normal sinus rhythm 
with extrasystoles or there may have been 
a sinus arrhythmia. It hardly seems likely 
that the patient was coming in and out of 
fibrillation or flutter, under these circum- 
stances. Again, this would be a helpful piece 
of information. The next one is the stunner 
here. There was a firm, tender, regular 
mass filling most of the epigastrium. The 
liver was questionably palpable—1 to 2 cm. 
below the costal margin. This must have 
meant that the observer who looked after 
this patient decided that the epigastric mass 
was not liver, and yet no diagnostic studies 
were directed toward uncovering the nature 
of this mass. Further steps were taken, the 
individual was discharged, and readmitted. 
So I prefer to assume that in the frailty 
of human nature the mass did not come 
down very far in the anterior axillary line 
on the right, but filled the epigarstrium 
and was probably called liver. Because if 
we make any other assumption we’ve got to 
drag in a whole series of diagnostic possi- 
bilities that have to be considered in relation 
to heart disease. If this were an infant we 
would think, of course, of von Gierke’s dis- 
ease but such time consuming considerations 
would not be warranted in this conference 
because it must have been assumed all along 
that this patient was having primarily heart 
disease, and that this must have been the 
liver all along. There was a 3+ pitting edema 
in the sacral region. The blood pressure was 
155/90 in the right arm and in the left arm 
155/130. If coarctation was considered, 
we’d be enormously interested in the blood 
pressure of the legs. It is very unfortunate 
and considerably hampers our discussion 
that the blood pressure in the legs was not 
recorded. In fact there is not even a note 
about pulsations in the legs. Were these ob- 
servations made? I think we must assume 
that blood pressure in the legs was taken and 
that it was found to be appropriately high- 
er than that in the arms. On the second 
hospital day the urine was straw colored, 
clear, pH of 6; nothing remarkable about 
the urine except that there was a slight 
amount of albumin. Nothing remarkable 
about the blood count, and the NPN was ele- 
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vated to 43. The sedimentation rate was rel- 
atively slow. Now we get to one of the most 
interesting aspects in the problem because 
certainly in deciding whether this patient 
has congenital or rheumatic disease, or some 
other type of heart disease, the x-ray is go- 
ing to be helpful to us. Roentgen studies 
of the chest on the fourth hospital day were 
interpreted as showing cardiac enlargement 
and pulmonary congestion. Actually, this 
doesn’t help us at all because we already 
know from the physical examination that 
the heart is large and the lungs are congest- 
ed. The aorta was fairly well visualized. 
It’s hard to evaluate what the term “fairly” 
covers. So again we do not get much help. 


Fluoroscopic studies five days later re- 
vealed enlargement of the heart with fairly 
good pulsation. This implied that the pulsa- 
tion might not be too good, if not, why 
wasn’t it? There would be two prominent 
possibilities, of course. One would be fluid 
in the pericardium to explain the large shad- 

w. The other might be that the individual 
had a constrictive pericarditis. Under these 
circumstances the heard shadow might be 
enlarged. It seems unnecessary to assume 
that the pericardium had fluid in it and if 
this patient had a constrictive pericarditis 
certainly the most prominent feature here 
would be ascites, and this patient has no 
ascites, at least, none was detected. It said 
there were dancing shadows in the hilar re- 
gion. This is a terribly important observa- 
tion and is suggests that the force of ejected 
volume of blood with each beat from the 
right side of the heart was exaggerated. 
There are one or two conditions in which a 
hilar dance is a characteristic finding. So we 
would be very interested in this, but what in- 
formation would we like to have? Esophageal 
studies revealed marked enlargement of the 
left auricle—a very important item. The 
findings were interpreted as being those of 
generalized cardiac enlargement and pul- 
monary congestion, most likely due to mitral 
heart disease. There are a couple of other 
things we would like to know about the 
description of the heart in the chest x-ray. 
Perhaps the most important would be the 
relative size of the pulmonary artery shad- 
ow. Was this a mitral type of shadow? Was 
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is a very exaggerated pulmonary artery 
shadow? 


The other thing we would be interested 
in would be the description of the aortic 
knob, not only for the purposes of evaluat- 
ing the possibility of coarctation, but other 
congenital anomalies that might be associ- 
ated with aortic knob disturbance, I think 
you can see the aortic knob and I think you 
can see a substantial prominence in the re- 
gion of the pulmonary artery. It’s not great- 
ly exaggerated and sticking out like a cur- 
tain. Certainly you would agree with the 
roentgenologist’s interpretation that this 
showed a generalized enlargement of the 
heart chambers. It looks as though the aorta 
mav be somewhat dilated. This is a rather 
wide shadow for a 21 year old girl. I do not 
think I can do much more with that picture. 
Certainly the pulmonary markings are not 
missing or reduced in amount. This is the 
first hospitalization and you see considerable 
increase in the size of the heart. Again the 
pulmonary artery segment is not so huge as 
to be really diagnostic, of course. 


So, an electrocardiogram on the third hos- 
pital day was interpreted as a complete left 
bundle branch block with the heart in ver- 
tical position. We don’t have evidence as to 
whether this heart showed a right axis or 
not, in this or previous electrocardiograms. 
Of course this would also be of considerable 
importance in helping us decide what is 
wrong with this heart. 


Now, the clinical course. The patient was 
treated with bed rest, sedation, diuretics and 
digitoxin. She was discharged on the 20th 
hospital day considerably improved with in- 
structions to follow a low salt diet and con- 
tinue using digitoxin and ammonium chlo- 
ride. The diagnosis on discharge was rheu- 
matic heart disease, inactive, with aortic 
stenosis and regurgitation, mitral stenosis, 
and insufficiency. It is difficult for me to 
go along with this diagnosis. One thing, it 
makes me feel more comfortable about 
throwing this epigastric mass out because 
still nobody is impressed with this and takes 
it seriously, so I think it must be an enlarged 
liver, but the blood pressure readings make 
it awfully difficult to buy aortic stenosis. 
You would expect a smaller systolic pres- 
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sure; of course, the difference between sys- 


tolic and diastolic might be broad, in view 
of the accompanying aortic insufficiency. It 
is also felt that she had reflex pylorospasm 
and cardiospasm. I’m not sure what to make 
of that so I will go on to the next sentence. 
Seventeen days after the previous discharge 
she returned to the hospital with a history 
of dependent edema, orthopnea, dyspnea, 
progressively increasing for about a week. 
Here is an individual whose myocardium can 
no longer support its load and she is getting 
to a terminal stage. She can not be kept out 
of congestive failure, either because of myo- 
cardial disease or because of mechanical em- 
barrassment or a combination of both. She 
was also disturbed by these reports of the 
salt substitute. She received essentially the 
same treatment as previously, but this time 
did not respond. Here I don’t think we’re 
too surprised. Here is an individual with 
severe heart disease which apparently has 
been progressing over a relatively short pe- 
riod of time—three years, more or less, it is 
hard to say—had been nervous for a long 
time but things have certainly been getting 
a lot worse recently and she was close to the 
end of her reserve. Then she had frequent 
nosebleeds and possibly hemoptysis. In the 
presence of these nosebleeds it might make 
you think that rheumatic activity is present 
if, indeed, this patient has rheumatic heart 
disease. Many people, as you know, feel that 
in the presence of congestive failure individ- 
uals with deformities from rheumatism in 
their heart, activity usually is an accompani- 
ment. But certainly she had a good deal of 
venous engorgement and if she did have pul- 
monary congesttion she had every reason to 
have hemoptysis. Again crackling rales were 
heard over the lung fields and there was 
apparently liquid at the lung bases. The 
urinary output was scanty and the patient 
was cyanotic. I think that the scanty urinary 
output could certainly be explained on the 
basis of congestive failure and defective 
renal blood flow—one would have to con- 
sider in such a person the possibility of 
thrombi or emboli involving renal vessels, 
but I think it is unnecessary to invoke these 
perfectly good possibilities although they 
are not uncommon in the presence of severe 
anasarea and chronic congestive failure. So 
one would not be surprised to see intravas- 














cular thromboses turn up, but we don’t get 
any word about the urine that would help 
us along this line. About 7:35 the patient 
became apprehensive and began to spit up 
blood. This is, of course, why many of the 
students suggested that the patient had a 
pulmonary infarction and again, this would 
be reasonably common, either on the basis 
of intravascular thrombosis of the leg with 
pulmonary embolus, or on the basis of an 
anasarcous debilitated individual such as 
this, of thrombosis in the lungs in situ. 
Either of these might have occurred perfect- 
ly well. Artificial respiration was to no avail 
and she died at 8:00 p.m. 


Now, what’s wrong with this individual? 
What among the various possibilities is the 
most attractive? Well, if we had heard that 
this girl had been cyanotic as an infant, we 
certainly would entertain the possibility of 
congenital heart disease; and, an individual 
who had cyanosis as a youngster, cyanosis 
went away, would certainly suggest the pos- 
sibility suggested by one or more of the 
group of Lutembacher’s syndrome. Lutem- 
bacher’s syndrome, as you know, is an atrial 
septal defect with an associated deformity 
of the mitral valve. I’m not sure whether 
the deformity of the mitral valve is a con- 
genital anomaly or whether associated rheu- 
matic infection, or whether it may be both, 
but certain it is that individuals who have 
Lutembacher’s syndrome are not only subject 
to the development of subacute bacterial en- 
docarditis which this patient may very well 
have had. I think she probably did. But also 
they are very prone to develop rheumatic in- 
fections as well. They may have involvement 
of other valves besides the mitral. So, it’s 
easy to see why this might have been an at- 
tractive possibility. I think the way we’d 
decide whether this was congenital heart dis- 
ease or a rheumatic infection, or both, as 
one might say, if one made the diagnosis of 
Lutembacher’s syndrome, would depend upon 
which of these various findings you lean on 
most heavily. Suppose the patient had mitral 
stenosis, straightforward mitral stenosis 
with rheumatic heart disease. What’s miss- 
ing here? Well, in the first place we don’t 
have a decent description of a loud first 
sound, strong apical impulse, and a presys- 
tolic rumble. We have a sort of an evasive 
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description of rumbles in all areas and 
not a clear picture of a mitral stenosis. 
This is undoubtedly why it wasn’t easy for 
those who saw the patient to simply say this 
patient has rheumatic heart disease with 
mitral stenosis. Suppose the patient had 
rheumatic heart disease with mitral stenosis 
and also aortic insufficiency and stenosis. 
There again we don’t have a clean cut de- 
scription of this. The diastolic murmur as 
described is not very characteristic of aortic 
insufficiency. She’s got a systolic thrill over 
the apex and a systolic murmur there which 
apparently could be heard in all valve areas, 
and especiaily in the back. When one gets 
very loud systolic murmurs with flagrant 
distribution over the precordium with great 
difficulty in localization in an individual 
who never had initial history of rheumatism; 
and when we have no history of when she 
didn’t have a cardiac murmur, I think we 
can think strongly of congenital lesions 
despite the fact that we have no word that 
she was cyanotic in infancy or childhood and 
despite the fact that we do not have any 
word that she had reduced activities. My 
choice would be to say that this patient has 
fundamentally a congenital heart lesion of 
the Lutembacher type, and superimposed on 
this she has a mitral stenosis which is prob- 
ably the result of an associated rheumatic in- 
fection. I also think that the evidence for 
her having had a subacute bacterial endo- 
carditis is too good to waive. I think she 
died with a chronically engorged liver with 
widespread evidences of passive congestion, 
congestive failure, and probably thromboses 
or emboli in the lungs. 


Pathological Discussion 


Doctor Jaques: Thank you, Doctor Wolf. 

At the time of autopsy the peritoneal cav- 
ity contained approximately 350 ml. of clear 
fluid. The liver was small and did not ex- 
tend below the costal margin. There was 
fusion of the kidneys, producing a horseshoe 
kidney, with the ureters coming off an- 
teriorly. This probably accounts for the 
epigastric mass. The pleural cavities re- 
vealed an obliterative pleuritis and there 
was no fluid in the pleural cavities. 


The heart was definitely enlarged, weigh- 
ing 500 gm. The venous return to both sides 
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was normal as was the origin of the great 
vessels at the base of the heart. When the 
heart was opened there was dilatation and 
hypertrophy of the chambers of the right 
side, the right ventricle measuring 10 
mm. Anything above five would certainly 
be considered to be above the normal range, 
although some people consider three the 
normal range. As the left side of the heart 
was opened the mitral valve showed a sug- 
gestive area of slight thickening. This was 
equivocal according to the protocol. There 
was no interatrial or interventricular septal 
defect ; the aortic valve, however, was mark- 
edly narrowed and was described as thick 
and calcified. 


As we said, the pulmonary artery came 
off divided into its two branches. The aorta 
pursued its course for the first 3 cm. where 
there was a large orifice coming out and 
then a circuitous channel which has been 
interpreted to represent the persistence of 
the right aortic arch. As one continued 
along the aorta, the innominate, the left 
carotid, the left subclavian arose normally. 
Then there was a large ductus arteriosus 
measuring 2 cm. in diameter and approxi- 
mately 1.5 cm. in length. Just proximal to 
this there was an adult form of coarctation 
of the aorta. There was no great evidence 
of any collateral circulation at the time of 
autopsy. 


The lungs were heavy, they were atelec- 
tatic, and showed a profound degree of con- 
gestion. There was marked edema associ- 
ated with this and also focal areas of hemor- 
rhage which apparently accounted for the 
hemoptysis noted terminally. 


The spleen weighed 140 gm. and was not 
remarkable. The liver, as we mentioned, 
was small, weighing 1040 gm., yellow in 
color, but on microscopic examination the 
slides showed fatty metamorphosis. It did 
exhibit a marked degree of acute centro- 
lobular congestion with focal necrosis of the 
centrolobular parenchymal cells. The kid- 
neys, as we said, were fused into one mass, 
they weighed 320 gm. and measured 15 x 15 
cm.—to give you an idea of the size. Upon 
microscopic examination there were subtle 
changes in the tubules consistent with hy- 
poxia. This would seem to have been going 
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on for some time, as evidenced in a few areas 
by regenerative phenomena in the tubular 
epithelium. The adrenals showed cortical 
adenomatous hyperplasia. The uterus had 
been removed supracervically. The tubes 
and ovaries were not remarkable. The ap- 
pendix had been removed. Permission for 
examination of the brain had not been 
granted. 


I think we have here an interesting case 
of a congenital heart disease in which the 
salient features were an adult form of co- 
arctation of the aorta associated with a 
patent ductus arteriosus and certainly one 
of the most interesting features was the 
persistence of the right aortic arch which 
normally loses its connection with the dorsal 
aorta. It is usually the left arch that forms 
the arch of the aorta. There were numerous 
congenital deformities. Is there any rebut- 
tal, Doctor Wolf? 


Doctor Wolf: Wd be interested in know- 
ing whether or not we have the information 
about the blood pressure in this patient’s 
legs. My trouble is that I’m not sure I 
wouldn’t make precisely the same mistake 
again. I don’t see what in the story, except 
the hypertension, might lead to the cor- 
rect diagnosis. I thought she did have a 
congenital heart lesion—the long standing 
murmurs and the possibly long standing or- 
thopnea would indicate congenital heart 
lesions. I think perhaps the trickiest aspect 
of this case, and maybe this ought to be 
pointed out, is that coarctation of the aorta 
cannot be diagnosed unless one has either 
radiographic proof or an absence of blood 
pressure in the leg or pulsations in the 
leg. The fact that these weren’t recorded 
is a serious omission. That’s the major 
lesson in this case. But coarctation is not 
featured by murmurs. One may have a sys- 
tolic murmur. It may be heard very widely. 
Often coarctation is unaccompanied by a 
murmur. Collateral circulation one looks 
for. The tricky part of this case is that not 
only was there coarctation but also a patent 
ductus. I do not think I’ve ever seen that 
combination before and it was a _ patent 
ductus that gave us the systolic and diastolic 
murmurs. I’m afraid I’d make the same 
error again. 











Doctor Jaques: There’s an _ interesting 
feature. The aortic valve was merely de- 
scribed as thickened, calcified and distorted. 
Although I think it brings out a good deal 
of conjecture. First of all, we know accord- 
ing to Maude Abbott series' that approxi- 
mately 40 per cent of individuals who have 
coarctation also have a bicuspid aortic valve 
which is frequently deformed. This is the 
first thing that came to my attention, al- 
though from reading this 1949 protocol I 
could not sell myself this was it. Another 
possibility might be that it represented a 
three cusp aortic valve to perhaps have been 
the seat of subacute bacterial endocarditis 
with healing and to have produced this dis- 
tortion. Certainly the finding of calcific 
aortic stenosis, as such, depends a great deal 
upon all you read. For example, Karsner 
and Kaletsky* in their monograph state 
unequivocally that practically 100 per cent 
of these represent healed rheumatic lesions. 
Yet, I think in the absence of any real mi- 
tral valve disease, this would militate in 
this instance against the feeling that this 
was rheumatic. Another possibility that cer- 
tainly should be entertained is so-called non- 
bacterial thrombotic endocardiosis as de- 
scribed by Angrist and Marquiss* in which 
there are deformities, and this seems to be 
much more common since 1945. He thinks 
perhaps this may again represent a healed 
bacterial endocarditis, but the exact etiology 
I can not elucidate further and, unfortunate- 





. ly, no sections were available for study of 


the aortic valve area. 


Final Anatomic Diagnosis 


Coarctation of aorta with patent ductus 
arteriosus. 


Persistence of segment of right aortic arch 
connecting the ascending portion with distal 
part of the arch containing laminated throm- 
bus in dilated portion. 


Calcified aortic valvulitis with stenosis. 
Healed mitral endocarditis, slight. 
Cardiac hypertrophy and dilatation. 


Chronic passive congestion of viscera with 
marked fatty change in liver, ascites, hydro- 
thorax, bilateral, and hydropericardium, 
slight. 


Pneumonia, focal, confluent, bilateral. 
Horseshoe kidney. 


Ancient scar of operation: appendectomy 
and subtotal hysterectomy. 


Cervicitis, chronic, slight. 
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Histochemical Use of the 
Cynaocarbon Organic Compounds 


J. F. LHOTKA* 


Nature 184; 1153-1154, 1959 


Histochemical localizations associated with tissue 
protein components may be obtained in formalin fixed, 
paraffin processed sections treated for 2 hours in 0.5 
to 2% solutions of tetracyanoethylene in tetrahydro- 
furan, ethyl acetate dimethylsulphoxide, or dimethyl- 
formamide. Tetracynoethylene is a very actve com- 
pound and may well have possibilities as a localizing 
agent in other than protein reactions. 


*Associate Professor of Anatomy. 
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Cryofibrinogenemia 


JOHN M. KALBFLEISCH,* and ROBERT M. BIRD** 
New England Journal of Medicine, 263: 881-886, 1960 


Five patients with neoplastic disease and a hemor- 
rhagic diathesis were shown to have a cold-precipitable 
plasma protein that migrated electrophoretically in a 
manner similar to fibrinogen and had the clottable 
properties of fibrinogen. In vitro tests suggested that 
the cryofibrinogens also possessed some prothrombin 
and accelerator-factor activity. 


The frequency of the development of a cryofibrinogen 
may exceed that of the cryoglobulins. It is urged that 
screening procedures for cold-precipitable proteins use 
both plasma and serum rather than serum alone. 

The suggestion is made that cryofibrinogenemia has 
a role in the clinical paradox of intravascular clotting 


anvearing simultaneously with a hemorrhagic diathesis. 


*Resident in Medicine. 
**Associate Professor of Medicine and Physiology. 


Open Versus Closed Left Atrial 
Drainage During Cross-Clamping 
Of the Thoracic Aorta 


DAVID D. SNYDER,* G. RAINEY WILLIAMS**, and 
GILBERT S. CAMPBELL*** 
The Journal of Thoracic and Cardiovascular Surgery 
39: 634-639, May 1960 
Comparisons were made between open and closed 
left atrial drainage, during left atrium to femoral artery 
bypass, in 13 dogs with thoracic aorta cross-clamping. 
At the same pump flow settings, open drainage yielded 
greater left atrial drainage with larger and consistently 
reliable flow volumes to the distal aorta. These differ- 
ences were magnified in hypovolemic dogs. Mechan- 
isms for differences between open and closed drainage 


are discussed. 
*Resident in Surgery. 
**Assistant Professor of Surgery. 
***Professor of Surgery. 


A New Approach to Fluid Therapy of 

The Severely Burned Patient 
JOHN A. SCHILLING,* H. EARL GINN,** WILLIAM 

R. RICHARDSON,*** and HAROLD E. DUNLAP**** 
Annals of Surgery, 150: 756-767, October, 1959 

1. Four severely burned patients were treated initial- 
ly by Dextran, plasma, blood and 4 per cent urea in 
5 per cent dextrose. 

2. No formulae were employed. Dextran, plasma, 
and blood were administered in amounts sufficient to 
maintain a normal pulse and blood pressure. Four 
per cent urea in 5 per cent dextrose was administered 
in amounts that maintained a urinary output between 
2 and 3 ml. a minute in the adult. 

3. Approximately the same amounts of water, blood, 
plasma, and colloid were required as those suggested 
by the Brooke Army Hospital burn formulae. However, 
approximately one-third as much total electrolyte was 
administered, and the urinary output of water was ap- 
proximately three times that predicted under the Brooke 
Army Hospital regimen. 

4. The burned areas seemed drier, the patients re- 
sponded more promptly to this regimen, and seemed 
to tolerate a total oral intake much more quickly than 
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would be expected from past experiences with other 
regimens. 

5. Initial and later care of the local burned area 
was not altered. 

6. The results in these patients warrant further use 


and evaluation of this form of therapy. 


*Professor of Surgery. 
**Resident in Medicine. 
***Professor of Pediatric Surgery in the Department of Sur- 


gery. 
****Resident in Surgery. 


The Experimental Production of Atrophic 
Gastritis Using a Preparation of 
Human Gastric Juice 


W. O. Smith,* M. K. DuVAL,** W. JOEL*** and S. 
WOLF**** 
Surgery, 46: 76-82, July 1959 

1. Human gastric juice from healthy volunteers con- 
tains a factor capable of inhibiting gastric secretion 
when given intravenously to dogs. 

2. In dogs, twice weekly intravenous injections of 
human gastric juice results in atrophic gastritis, achlor- 
hydria, and disappearance of parietal cells, within a 
6-week period. 

3. Progression of the atrophic gastritis was evident 
for 6 months, at which time all dogs were achlorhydric 
including those in which injections had ceased after 
3 months. 

4. The experimentally produced atrophic gastritis 


and achlorhydria were at least partially reversible. 


*Assistant Professor of Medicine. 

**Associate Professor of Surgery. 

***Professor of Pathology. 

****Professor of Medicine, Consultant Professor of Psychiatry, 
Neurology, and Behavioral Sciences. 


Serial Determination of Serum 

Glycoproteins in Patients With 

Pulmonary Tuberculosis 
HAROLD G. MUCHMORE,* JANE A, FAULKNER, ** 

JAMES F. HAMMARSTEN,*** FRANCES G. FEL- 

TON,**** and GEORGE WINKELMAN***** 
The American Review of Respiratory Diseases 81: 918- 

923, June 1960 

Serial determinations of several serum glycoprotein 
fractions have been made in 43 male patients under- 
going chemotherapy for active pulmonary tuberculosis. 
Initially, the values of the total serum glycoprotein, 
serum glycoprotein/protein ratio, the seromucoid, and 
the gamma-globulin glycoprotein were elevated to a 
significant degree above normal. These values, with 
the exception of the seromucoid, seem to be propor- 
tional to the extent of the inflammatory response. The 
presence of cavity, fever, previous treatment, reversal 
of infectiousness, or roentgenographic improvement did 
not influence the initial values. The total serum glyco- 
protein, seromucoid, and gammaz-globulin glycoprotein 
values decresaed during antimicrobial therapy. The 
small group of patients with progressive disease showed 
less tendency to return toward normal. Determination 
of these substances provides an additional means to 
evaluate the response to therapy. 


*Assistant Professor of Medicine and Preventive Medicine and 
Public Health, and Microbiology. 

**Research Assistant. 

***Associate Professor of Medicine. 

****Assistant Professor of Research Microbiology. 

*****#Former Chief, Professional Service, Veterans Adminis- 
tration Hospital. 
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**Psychophysiologic Approach in Medical Practice,’ by 
Doctor William W. Schottstaedt, chairman, Depart- 
ment of Preventive Medicine and Public Health, 
University of Oklahoma School of Medicine. 


Doctor Schottstaedt has applied a rich 
background of psychiatric orientation to the 
practice of medicine. In designing this pres- 
entation of the elements of psychosomatic 
medicine he has meticulously simplified, 
carefully defined and painstakingly de- 
scribed his subject. Appropriate case re- 
ports are included to further simplify prac- 
tical aspects of reactions to stressful stimuli 
of threatening significance. The mechanisms 
of physiological as well as mental sequelae 
to mental trauma are described in a concise 
and correlated manner, yet maintaining a 
clear and interesting style throughout. 


Attention is directed toward the minute 
details of history-taking including deport- 
ment of the physician, mechanisms and se- 
quences of effectively deriving information 
from the patient and utilization of facts 
gained from the interview. The physician is 
truly regarded not only as a prescriber or 
surgeon but in his full perspective as a 
teacher, confidant, confessor and friend. He 
must recognize psychological elements con- 
tributory to his patient’s illness and can fre- 
quently deal effectively with such situations. 


66 








FACULTY NEWS 


New Appointments 
Approved By Regents 


George J. Friou, M.D., former assistant 
professor at Yale University School of Med- 
icine, has been named associate professor of 
medicine at the School of Medicine. The ap- 
pointment is one of five recently approved 
by University of Oklahoma Regents. 


A 1944 Cornell medical graduate, Doctor 
Friou interned and took residency training 
at the New Haven Hospital. He was a James 
Hudson Brown research fellow in the De- 
partment of Medicine at Yale and had served 
on the faculty there since 1949. His research 
is concerned primarily with lupus erythema- 
tosus and related conditions. 


Bernard Horn, M.D., chief of anesthesia 
at the Oklahoma City VA Hospital, was 
given the academic appointment of instruc- 
tor in anesthesiology. He received his M.D. 
in 1953 at the University of California, in- 
terned at the Kaiser Foundation Hospital in 
Oakland, served a residency at Contra Coun- 
ty Hospital in Martinez, California, and was 
in private practice in Elk City from 1955 to 
1958. Doctor Horn has taken additional resi- 
dency training at the OU Medical Center the 
past two years. 


David K. Trites, Ph.D., chief, Selection 
Section, Psychology Branch, FAA Civil Aero- 
medical Research Institute, had accepted a 
part-time appointment as instructor of med- 
ical psychology in the Department of Psy- 
chiatry. He received his doctorate at the 
University of Texas; was a research psy- 
chologist at Lackland Air Force Base before 
moving to Oklahoma. 


Others appointed to part-time teaching 
posts are Robert Lewis Kramer, M.D., Tulsa, 
clinical assistant in ophthalmology, and 
Vernon G. Ward, M.D., a fellow in internal 
medicine, given the title of clinical assistant 
in medicine. 








This volume is of great value in orienting 
the physician to this very practical and im- 
portant aspect of his profession.—Richard 
W. Payne, M.D. 
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does the bowel take kindly to no-bulk diets? 


The bowel, designed to operate best under the stimulus of a bolus of waste, is 
seldom at rest under normal conditions. But the new bulkless liquid diets 
which have taken the country by storm, although they may be a useful 
road to weight loss, may also lead to constipation or bowel irregularities. 


Metamucil adds a soft, bland bulk to the bowel contents to stimulate normal 
peristalsis and also retain water within the stools to keep them soft and 
easy to pass. Thus Metamucil, with an adequate water intake, will avert 
or correct constipation in the dieting patient. Metamucil also promotes 
regularity through ‘‘smoothage”’ in all types of constipation. 


Metamucil 


brand of psylliwm hydrophilic mucilloid 


Available as Metamucil powder in 4, 8 and 16 oz. cans, 
or as the new lemon-flavored Instant Mix Metamucil in 
cartons of 16 or 30 measured-dose packets. 
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The McCurtain Gazette, Idabel, Oklahoma, states in 
an article in its issue of January 14 that McCurtain 
county doctors have signed an agreement to accept 
Blue Shield fees as full payment for professional serv- 
ices, in other words a Service Contract. Doctor Thomas 
E. Rhea, M.D. is listed as the representative of the 
Participating Physicians. This makes a total of 14 
counties in the State of Oklahoma which now have 
Service Contract plans in effect with Blue Shield. The 
counties and principal cities previously adopting such 
programs are Garfield county (Enid), Grant county 
(Medford), Rogers county (Claremore), Ottawa county 
(Miami), Craig county (Vinita), Delaware county (Jay). 
Beaver county (Beaver), Cimarron county (Boise City), 
Dewey county (Taloga), Harper county (Buffalo), 
Woodward county (Woodward), Alfalfa county (Chero- 
kee), and Woods county (Alva). 


In each of these counties the physicians themselves 
have petitioned Blue Shield to institute a Service Plan, 
and thus it must be assumed that the doctors in these 
areas favor this type of contract. Blue Shield is non- 
committal on the type of program they prefer to sell 
and administer, but it appears fairly obvious that 
service benefit plans are to be desired on the part of 
the insuror if premiums can be kept to a level that 
still will be attractive to the public. As opposed to the 
Service Contract, an Indemnity Plan pays a specific 
amount for agreed upon procedures but the doctor is 
not bound under contract to accept the fee paid as his 
total charge to the patient. 


It is interesting to note that doctors in the metro- 
politan area of Tulsa county apparently are vigorously 
opposed to service-type contracts. The Tulsa County 
Medical Society passed a motion at its August 17, 1960, 
meeting, which stated that the Tulsa County Medical 
Society shall reject all service contracts regardless 
of source of origin. The vote was unanimous at this 
particular meeting, with none of the physicians in at- 
tendance voting against the resolution. The Tulsa 
County Medical Society had previously turned down 
any type of service plan from Blue Shield by a vote 
of 123 to 6 at a meeting of the Society March 17, 1958. 
It is also to be noted that service plans are not in 
effect in Oklahoma county and in Washington county 
(Bartlesville), Kay county (Ponca City) and other 
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more populous areas. Garfield county (Enid) is the 
largest population center in the State to adopt such 
a contract. 


The growth of the service type plan in smaller com- 
munities and rural areas in this State is most interest- 
ing. Actually, the total number of actively practicing 
participating physicians in these 14 counties, including 
Garfield county, totals only 102, making a total of 
about 6% of the active practicing physicians in the 
State as far as can be determined from current figures. 
Reliable figures indicate that approximately 75% of 
the active participating physicians in the nation have 
signed up with one or another service-type contract. 


Service plans obviously call for fee schedules and, 
of course, herein lies the crux of the problem. Whether 
the high percentage of specialists in the metropolitan 
areas make a pragmatic fee schedule prohibitive from 
the insuror’s standpoint in his knowledge of the market 
for these plans is something that the Liaison Commit- 
tee of the State Medical Association with Blue Shield 
is trying to settle at the present time. Many physi- 
cians seem to be opposed to Service Contracts on an 
out and out moral basis, stating that a physician must 
retain the right of billing his patients what he con- 
siders to be fair and just charges for the services 
performed. 


This is, frankly, the most perplexing subject among 
a considerable number of problems confronting the 
medical profession in Oklahoma today. 


The Service Contracts are apparently going to con- 
tinue to grow in number. There was none in effect in 
this State until Garfield county adopted its program in 
August of 1958, and in the two and one-hali year 
interim we have seen 13 more counties adopt this type 
of prepaid medical care. Lend your ear to every 
discussion on this subject and give it full thought. 
What is best for your community? Under what plan 
can you render the best care to your patients? It is 
difficult to have a discussion of this program among 
any sizeable group of doctors without considerable 
emotion entering into the expressions of opinion. We 
must keep these discussions deliberate, and make our 
decisions with the utmost equanimity. 


























WALTER E. BROWN, M.D. 
President 
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The Annual Meeting of your Oklahoma 
State Medical Association provides you with 
many once-a-year opportunities; the oppor- 
tunity for a scientific refresher in subjects 
of interest to generalists and specialists 
alike; the opportunity to attend the meet- 
ings of the Association’s policy-making 
body ; and, the opportunity to attend various 
social and recreational events, all designed 
to promote good fellowship among the hun- 
dreds of physicians and wives who attend 
each year. 









This year’s Annual Meeting will be no ex- 
ception. In fact, those who journey to Tul- 


































Attend Your Annual Meeting 


sa’s Mayo Hotel for the May 7-9 meeting 
have several innovations in store for them. 


First, the meeting will be shorter, in 
terms of time away from the office, since 
the scientific sessions will begin on Sunday 
morning and conclude Tuesday afternoon. 
Secondly, the traditional dinner-dance will 
be divided into two separate social events. 


Here is a current rundown of Annual 
Meeting plans. 


Business Affairs 
Policy-making will begin at 1:30 p.m. 
Saturday afternoon with a meeting of the 
OSMA Council in the Mayo Hotel’s Pom- 
peian Court; followed on Sunday by the 
House of Delegates meeting at the same 

place, beginning at 10:00 a.m. 


Delegates will be issued portfolios con- 
taining all committee reports, resclutions 
and other items of business. County socie- 
ties have been asked to send resolutions to 
the OSMA Executive Office prior to April 1. 


All OSMA members are welcome to at- 
tend, although only certified county society 
delegates may vote. 


Scientific Program 

Running concurrently with the House of 
Delegates session, the scientific program 
will begin Sunday morning at 10:00 a.m. in 
the Crystal Ballroom of the Mayo. 


The program will feature presentations 
by twelve distinguished guest speakers, med- 
ical motion pictures, roundtable luncheons 
and symposia. A symposium on the econom- 
ics of medicine will include Doctor F. J. L. 
Blasingame, Executive Vice-President of the 
American Medical Association, as a par- 


Tulsa’s Mayo Hotel will be the principal site of the 
association’s business, scientific and social activities. 
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BLASINGAME NURNBERGER 


ticipant. The discussion will be moderated 
by OSMA President Walter E. Brown. 


Other guest speakers scheduled to date 
are: L. Henry Garland, M.D., Professor of 
Radiology, University of California, San 
Francisco; George E. Burch, M.D., Professor 
of Medicine, Tulane, New Orleans; Caroll B. 
Larson, M.D., Professor of Orthopedic Sur- 
gery, lowa University, Iowa City; John I. 
Nurnberger, M.D., Chairman of the Depart- 
ment of Psychiatry, Indiana University, In- 
dianapolis; Robert J. Prentiss, M.D., Urolo- 
gist, San Diego; Patrick H. Hanley, M.D., 
Associate Professor of Proctology, Tulane, 
New Orleans; Wallace N. Jensen, M.D., As- 
sistant Professor of Medicine, University of 
Pittsburgh; Paul A. di Sant-Agnese, Chief, 
Pediatrics Metabolism Branch, National In- 
stitute of Arthritis and Metabolic Disease, 
Bethesda, Maryland; David Hume, M.D., 
Professor of Surgery, University of Vir- 
ginia, Richmond; and, U. S. Representative 
Dale Alford, Arkansas. 





PAUL NEIGHBORS 
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Exhibits 


Technical and scientific exhibits will be 
on display at the hotel. Featured again for 
the second straight year will be the “Klin- 
ical Kaleidoscope,” a collection of bizarre 
cases presented by Oklahoma physicians. 
Applications for scientific exhibit space, in- 
cluding the bizarre case section, should be 
sent to the Exhibits Chairman, Tulsa County 
Medical Society, B-9 Medical Arts Building, 
Tulsa. 

Awards will be presented to the best scien- 
tific exhibit and bizarre case exhibit. 


Social Events 


A change in the social program will see 
the President’s Inaugural Dinner-Dance sep- 
arated into a Monday night social hour and 
Inaugural Dinner, and a Tuesday night 
dance at the Mayo. 


The dance will be held in the Crystal Ball- 
room, and will feature the Paul Neighbors’ 
Orchestra. Entertainment and music will 
also be provided at the Inaugural Dinner. 


Golf Tournament 


The Annual OSMA Golf Tournament will 
also follow a new format. Doctors may golf 
at their own convenience on either Monday 
or Tuesday, May 8-9. The tournament will 
be held at Tulsa’s beautiful Oaks Country 
Club, and winners will receive their awards 
at the Tuesday evening dance. 


Tulsans Run Meeting 

Doctor 8. C. Lewis, Jr., is serving as 
General Chairman, with Doctor Donald L. 
Brawner as Program Chairman. Other com- 
mittee members include Doctors Robert Ja- 
bour, E. Malcom Stokes, Byron L. Bailey 
and James W. Kelly. Arrangements are be- 
ing handled by the Tulsa County Medical 
Society. 
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White House Conference 
Endorses OASDI Health Bill 


As long predicted, last month’s White 
House Conference on Aging turned into an 
all out melee over socialized medicine, with 
the liberal forces winning conference en- 
dorsement of a social security health bill. 

Approximately 2,600 delegates assembled 
in Washington, D.C., on January 9th for the 
four-day session, covering twenty different 
subject areas pertaining to the plight of the 
nation’s elderly. But from the beginning 
the spotlight was focused on the section 
meeting which dealt with the financing of 
health care costs. 

Michigan’s Senator MacNamara led off 
on the first day, before the section meetings 
began, by endorsing the use of the social 
security mechanism to finance health care, 
and then warned the general session that 
the meeting had been “rigged” by doctors 
(actually, only about 10% of the delegates 
were physicians). 

Other principal speakers followed Mac- 
Namara’s pattern, including such former 
Eisenhower notables as Marion Folsom and 
Arthur Larson. 

The endorsement of the social security ap- 
proach by these individuals undoubtedly in- 
fluenced many of the delegates, particularly 
since the Eisenhower administration had 
long opposed such legislation. Ike himself 
addressed the group, saying his position was 
well-known, and unchanged. 


The Section Meetings 
With the stage thusly set, the partici- 


pants went to their assigned section meet- 
ings to deliberate the twenty problem areas 
and draft policy statements. 

Complete sets of the twenty policy state- 
ments are available at the OSMA headquart- 
ers. 

As expected, the largest section meeting 
was the one on Income Maintenance (in- 
cluding financing health care costs). The 
269 delegates who showed up were divided 
into seven work groups, where the issues 
were debated and voted upon. 

“Contributory Social Insurance” 

After all was said and done, the follow- 
ing majority and minority reports were ap- 
proved on the health care issue: 

“_.. Private voluntary effort and public 
assistance can contribute much to the so- 
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lution of the problem of health care for the 
aged. However, they will continue to fall 
short of meeting the basic medical care 
needs of the aged as a whole. The majority 
of the delegates of Section 2 (by vote of 
170 to 99) believe that the social security 
mechanism should be the basic means of 
financing health care for the aged. 

“Establishment of a program of health 
benefits financed in the same way as OASDI 
cash benefits, would give the aged the as- 
surance that the costs of essential health 
care will be met when their working years 
are over. The mechanism of contributory 
social insurance, under which contributions 
are made by workers during their working 
years will then provide health care to pro- 
tect them in retirement. Such legislation 
would help to ease the problems of hospitals, 
public assistance programs and private phil- 
anthropy and would relieve voluntary in- 
surance programs of the burden of carrying 
this high risk group. 

“The minority believe that social security 
should not be used to finance health care; 
that such use would interfere with the phy- 
sician-patient relationship; that it is un- 
necessary because of the potential growth of 
voluntary insurance; and that all needy aged 
can be cared for by public assistance through 
the recently enacted Federal program of 
health care for the low income aged. In ad- 
dition they believe that the social security 
program should provide for cash benefits 
and not for services of various kinds.” 

Who Did What to Whom? 

According to Doctor A. T. Baker, OSMA 
Past-President and delegate to the Income 
Maintenance Section, MacNamara’s charges 
of “rigging” were directed at the wrong 
group. “Doctors were conspicuous by their 
absence in this section,” he said, “while 
more than two thirds of the group chair- 
men, discussion leaders and recorders were 
affiliated with state and Federal welfare 
organizations and organized labor.” 

Doctor Baker reported that although the 
Supreme Court has ruled that Social Se- 
curity is a tax, the delegates were forced to 
refer to it as “contributory social insur- 
ance.” He also said that dividing the dele- 
gates into sections and work groups result- 
ed in a sort of “gerrymandering.” He pointed 
out that the “majority report” of this sec- 
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attains activity 
levels promptly 


DECLOMYCIN Demethylchlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 
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sustains activity 
levels evenly 


DECLOMYCIN Demethylchlortetracycline sustains, 
through the entire therapeutic course, the high activ- 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which charac- 
terize other tetracyclines. 
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MYCIN Demethylchlortetracycline retains ac- 
tivity levels up to 48 hours after the last dose is 
given. At least a full, extra day of positive action may 
thus be confidently expected. The average, daily adult 
dosage for the average infection—1 capsule q.i.d.— 
is the same as with other tetracyclines...but total 


dosage is lower and duration of action is longer. 
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YCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 

















tion was in conflict with the official expres- 
sion of a majority of the state conferences 
on aging. 

In summary, Doctor Baker said, “ . 
this particular section meeting was an exer- 
cise in mass thought control, with many del- 
egates being manipulated into making pre- 
determined decisions.” 


The Kennedy Bill 

The action of the Income Maintenance 
Section is expected to be exploited by the 
new administration in its drive for social 
security health legislation, notwithstanding 
the results of the state conferences or the 
minority report. 

Reports of the proposed “Kennedy Bill’ 
indicate that it will be limited to hospital 
and nursing home care, with physicians’ 
services covered only where the doctor works 
for the hospital. 

It will probably call for coverage of some 
14 million persons including 214 million per- 
sons under age 65 who are children of 
OASDI beneficiaries. 


Other Actions 
While the social security health bill was 
being argued in the nation’s press, many 
other recommendations were quietly being 
approved. Some of the major ones are out- 
lined below: 


* OASDI ought to be extended to all per- 
sons who work (MD’s are presently the sole 
occupational group excluded), and the an- 
nual income taxable under OASDI should be 
increased above the present $4,800 level. 

*To augment recommendations for in- 
creased job opportunities and relaxation of 
retirement practices, the conference also 
asked that OASDI cash benefits be liberal- 
ized and permissable outside income in- 
creased. 

* Federal-state public assistance programs 
should be encouraged to provide more, and 
the eligibility age for women should be re- 
duced to age 62, as it is under social security. 

* A plea was issued to Congress to adopt 
fiscal policies which would curb inflation; 
but, at the same time, the government, pri- 
vate insurance companies and management 
were asked to keep pace through expanded 
retirement benefits. 

* To help the elderly help themselves, it 
was recommended that vocational guidance, 
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rehabilitation and adult education be used 
to help the aged carve a niche in the labor 
market. Anti-age discrimination legislation 
was recommended for the state level of gov- 
ernment, and a Committee on Employment 
of Older Workers was requested at the Fed- 
eral level. 


* Regarding housing, it was agreed that 
the problem should be attacked first by the 
individual, then by private enterprise, then 
by community, state and federal govern- 
ments. The immediate Federal role called 
for expansion of mortgage insurance and 
long-term loans, a broad research program, 
and expansion of public housing. Special 
housing and environmental needs were dis- 
cussed, and the importance of integration 
into the community, and into future com- 
munity planning, was stressed. 


* It was recommended that adequate in- 
patient and outpatient rehabilitation facili- 
ties be developed in hospitals; that Federal 
grants be made available to states for dem- 
onstration and training projects; and, that 
the feasibility of a National Institute of Re- 
habilitation be studied. 


* Taking exception to the section on In- 
come Maintenance, the section on Health 
and Medical Care opposed social security 
health legislation, preferring widespread 
implementation of the Kerr-Mills Bill, which 
provides a Federal-state matching funds 
program for public assistance recipients and 
the ‘“‘near-needy.” Other recommendations: 
More home care, as a community responsi- 
bility; tax dollars should be used to finance 
health programs only when all other re- 
sources fail; educational programs on health 
maintenance should be inspired and directed 
by health professions; mental health serv- 
ices and facilities should be expanded at the 
community level and integrated into other 
health care programs; better coordination 
of services is necessary; and, continuing 
community appraisal is needed. 


* Recognizing that problems can best be 
resolved at the community level, it was rec- 
ommended that Committees on Aging be 
formulated in every community, and charged 
with the responsibility of fully utilizing ex- 
isting resources, and generally engaging in 
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community planning to coordinate and en- 
courage the extension of services to meet 
the needs of the elderly. The committees 
would also serve in liaison capacity with 
state and Federal aging groups. 


¢ At the state level, it was recommended 
that a permanent unit (office, commission, 
or agency) on aging be established, to pro- 
vide statewide leadership in programs for 
the aging, and in public awareness of the 
problems; that the unit would provide a 
mechanism by which governmental and non- 
governmental agencies can coordinate pro- 
grams for the aging; that the unit be estab- 
lished by legislative action, but independent 
of other state agencies; and that there be a 
broadly representative advisory group. 


Oklahoma’s Plans 


It is anticipated that a conference will 
be held in Oklahoma this Spring to discuss 
application of the conference recommenda- 
tions to the problems of Oklahoma. 


The state White House Conference was 
held last June in Norman, at which time it 
was agreed that it would reconvene after 
the national meeting and get to work on up- 
grading the health and welfare status of 
Oklahoma’s elderly. 


At the present time, it appears that Okla- 
homans are leaning toward the creation of 
an Institute of Gerontology, rather than a 
political unit on aging as recommended in 
Washington. The “Institute” would be a 
part of OU’s Extension Division, affiliated 
with the Family Life Institute, and its ac- 
tivities integrated with all state universities 
and colleges. 


Whatever else may be done as a result of 
the state and national conferences, one thing 
is sure—there has been an awakened inter- 
est in “aging” in Oklahoma. Items: Pryor’s 
Council has set aside $2,000 for building a 
center for older persons; Lawton has 
launched a National Heart Institute survey 
to develop criteria for evaluating a com- 
munity’s heart disease problems and re- 
sources; Durant has tied in with the Law- 
ton project, setting up a control test on the 
study. 
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Kennedy Gets OASDI Proposal 


On January 10th, a special task force 
urged President Kennedy to adopt a pro- 
gram of health care for the aged financed 
by higher Social Security taxes. 

The report, presented by task force chair- 
man Wilbur Cohen, also recommended in- 
creased Federal spending for medical edu- 
cation, research, hospital and nursing home 
construction to the tune of some $250 mil- 
lion annually. 

Care for Aged 

The medical care for the aged proposal 
would cover at least 14.5 million OASDI 
beneficiaries and dependents. Initially, So- 
cial Security taxes would be raised one- 
half per cent, bringing in $1 billion per 
year; ten years later, taxes would be raised 
another three tenths of a per cent, yielding 
$2 billion. 

For these tax monies, beneficiaries would 
receive in-patient hospital services, out-pa- 
tient diagnostic services, skilled home nurs- 
ing care and health services in the home, 
such as visiting nurses. 

Details on the plan were sketchy, but it 
would apparently offer 120 to 180 days of 
in-patient care annually. Hospital benefits 
would begin one year after the tax was im- 
posed, other benefits in two years. 

In an attempt to avoid AMA opposition, 
doctor’s fees were excluded. 

Although Kennedy is not bound by the 
task force findings, his personal sentiments 
and those of the Democratic Party have 
previously endorsed a Social Security ap- 
proach to the health care problem. In Au- 
gust of last year, Kennedy co-sponsored 
similar legislation which was narrowly de- 
feated in the Senate. 

Soaring Taxes 

Social Security taxes are already sched- 
uled to reach 9% of income by 1969. A 
worker with a wife and two children and 
$3,150 annual income now pays more Social 
Security tax than Federal income tax. 

Kerr-Mills Preferred 

Organized medicine is opposing any So- 
cial Security legislation on the grounds that 
the Kerr-Mills Bill should be given time for 
implementation. 

This program, passed August, 1960, pro- 
vides Federal-state matching funds for 
health care programs. 


Lawyers-Doctors Hold 
Annual Banquet in Cushing 


Members of the legal and medical profes- 
sions of Payne and Pawnee counties held 
their annual interprofessional banquet at the 
Cushing Hotel on February 2nd. More than 
fifty attended the traditional event, which 
was sponsored this year by the medics. 

Representing the OSMA were Walter E. 
Brown, M.D., President, Clinton Gallaher, 
M.D., President-Elect, and staff members 
Dick Graham and Don Blair. Clifford Bas- 
sett, M.D., Cushing, was in charge of ar- 
rangements and presided at the dinner. 


Forensic Medicine 


Following the social hour and dinner, the 
principal speaker of the evening, William 
E. Jaques, M.D., Chairman of the Depart- 
ment of Pathology at the O.U. Medical Cen- 
ter, presented an interesting talk entitled 
“Facts and Fancies of Forensic Medicine.” 

Doctor Jaques traced the development of 
the coroner and medical examiner systems 
from ancient times to the present day. He 
pointed out that the original ‘coroners’ 
were employed by kings to _ investigate 
deaths for the primary purpose of appropri- 
ating property for the crown. 

The first ‘medical examiners” were Ro- 
man physicians designated to care for the 
indigent, but they later became involved in 
inspecting deaths which occurred under 
mysterious or unknown circumstances. The 
medical examiner system finally found its 
way to the United States, first being em- 
ployed by the state of Massachusetts in 1877. 


Oklahoma Laws 


The pathologist appraised Oklahoma laws, 
pointing out existing inadequacies which re- 
tarded good law enforcement. He said an 
autopsy, in the case of an unexplained death, 
may only be ordered by the next of kin or 
a Coroner’s Inquest Jury. The Coroner’s 
Inquest Jury, consisting of a Justice of the 
Peace and six persons of his choosing, may 
pass judgment on the cause of death, order- 
ing an autopsy if they suspect foul play. 

Doctor Jaques illustrated to the group the 
technicalities of determining cause of death 
and expressed doubt that the Coroner’s Jury 
was qualified for the responsibility. 
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Interest Accelerated in Geriatrics 


In the wake of increased national concern 
over an aging population, more and more 
physicians are turning their interests to- 
ward the field of geriatrics. Last year, 2,000 
physicians were added to the rolls of the 
American Geriatrics Society, bringing the 
total membership to 7,500. Just ten years 
ago, the group had only 400 members. 


Most geriatricians are general practition- 
ers or internists who simply devote their 
practices to the ailments of the elderly. The 
AGS does not “certify” as specialty societies 
do, because aging cannot be so narrowly 
defined. 


Liberals Win ‘Rules’ Battle 


Speaker of the House Sam Rayburn’s plan 
to enlarge the House Rules Committee from 
twelve to fifteen members passed with a 
hair-breadth majority on January 3lst. The 
vote was 217 to 212 in favor of adding three 
liberal representatives to the group, thus 
breaking a Republican-Conservative Demo- 
crat coalition which has successfully blocked 
many high-spending legislative proposals in 
the past. 


The maneuver was primarily a power 
struggle between Rayburn and Committee 
Chairman Howard Smith, but the liberaliza- 
tion of the group will pave the way for some 
of President Kennedy’s spending programs. 
Kennedy may also use the vote to keep some 
House Democrats in line. Those who voted 
for expansion will receive patronage; those 
against, short shrift. 


The House Rules Committee has the re- 
sponsibility for sifting thousands of legis- 
lative proposals, determining which will be 
brought to the floor for a vote, as well as 
how much time will be allowed for debate. 
Although its authority may be circumvented 
by several techniques, it can ordinarily 
“pigeon hole” controversial bills. The ques- 
tion now is which bills will be boosted by 
the Committee and which retarded. 


He briefly mentioned Senate Bill 81 which 
is now being considered by the Oklahoma 
State Legislature. The bill establishes a 
state medical examiner system. 
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The € cost of Medical Care... 


| know my health is a priceless asset. 
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In a quandary trying to explain medical care costs in 
the light of today’s over-all rising prices? If so, 
you'll be interested in these pages from the American 
Medical Association’s new booklet ‘‘The ? Cost of 
Medical Care.’’ This 16-page cartoon pamphlet is 
being distributed through your state medical society. 
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NOTE: Figures used in this booklet are the most recent 
available... “today” is 1959 and "20 years ago” Is 1937. 
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Meanwhile--in the last 20 years -- 
MEDICAL SCIENCE 


has been making 





Voluntary Health Insurance 
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...pays your doctor .--pays hospital bills for 
for medical and board, room and special 
surgical services. Gives you } hospital services. Gives you 
free choice of doctor. free choice of hospital. 
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How to get the MOST 


(a) Choose your PHYSICIAN 
The right to choose WISELY / 


—_—_—: 


ie. 


I inwite you to discuss frankly 
with me any questions regarding 
my services or my fees. 
The best medical service is based 
on a friendly, mutual under- 
Standing between doctor and 


your own doctor is a 





precious privilege. Use it! 





Choose a physician in 
whom you have confidence. 
He will give you 


personalized health service 











and help you get more value 





for your health dollar. 
= Talk fees and other 


( ' fr costs with your doctor. 


Remember, not all insurance 
contracts are designed to pay doctor's 
total fee, nor intended to cover total 
medical and hospital charges. If you cannot 
Pay in full, tell the doctor and he may be able to 
work out a plan for deferred or adjusted payments. 
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from your Health Dollar.. 


ee 


r 
(b) Choose your HEALTH 
INSURANCE WISELY / 
TT 

Can you choose and change doctors? 
Can you choose and change hospitals? 
Does it cover you anywhere? 
Will it admit you to most hospitals? 
Does it cover most common major illnesses? 


Does it cover outpatient surgery, diagnostic 
and laboratory services, nursing home care, etc? 


Is it enough for big medical and hospital expenses? 


Any "legal loop-holes” in contract? 


Is company financially stable? 


¥3 
\be 


DON'T ABUSE your 
HEALTH INSURANCE. 
Use it only when you 
need it. Don't feel 
cheated if you're not ill. 
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$ Our health care dollar 

more and better 

health care services 
than ever before -—- ea 


$ 





Today, doctors' fees have gone 


up ~~ but far less than many other 
family expenses in the last 20 years. 
And we're paying about the same share 
of our paycheck for "health care" as we 
did 20 years ago. We also have health 


insurance to protect us. 


Best of all... .advances in medical 
science help us live longer. Yes. . 
our medical dollar is wisely invested 


in longer and healthier lives! 


The «cost of 
Medical Cave... 








.. a new public service pub- 
lication for state and county 
medical societies from AMA. 
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Thirty-Eight Attend Ponca City 
Postgraduate Meeting 


OSMA’s first Regional Postgraduate 
Course of 1961, held in Ponca City on Janu- 
ary 24th, was well received by northern 
Oklahoma physicians. Thirty-eight physi- 
cians from the surrounding counties attend- 
ed the afternoon and evening affair for a re- 
fresher course on “The Kidney.” 


Conducting the course, which was jointly 
sponsored by the O.U. School of Medicine, 
were Doctors W. O. Smith, John P. Colmore 
and Robert Lindeman, all of the school. 


Beginning at 4:00 p.m. at the Ponca City 
Country Club, the program featured basic 
science, diagnostic and therapeutic consid- 
erations of the kidney. The presentations 
were designed to appeal to both specialists 
and generalists. 


After two hours of instruction, a dinner 
was held, followed by one hour of instruc- 
tion and one hour of discussion. The course 
was approved for four hours of Category I 
credit by the AAGP. 


Endorsed by Delegates 


The Ponca City meeting marked the be- 
ginning of a series of the regional courses 
over the state, as authorized by the OSMA 
House of Delegates last spring. 


It was agreed by the Delegates that each 
course would cover a particular organ-sys- 
tem, and, furthermore, that dinner meetings 
should be held where possible, in order to 
conserve the registrants’ time. 


Participants Listed 


Attending the Ponca City event were: 
Jack O. Alexander, M.D., Ponca City; Elvin 
M. Amen, M.D., Bartlesville; E. A. Brashear, 
M.D., Barnsdall; M. D. Carter, M.D., 
Okeene; R. W. Daugherty, M.D., Pawhuska; 
John F. DeJarnette, M.D., Ponca City; A. M. 
Evans, M.D., Perry; William H. Garnier, 
M.D., Stillwater; George B. Gathers, M.D., 
Stillwater; W. A. Geiger, M.D., Fairfax; 
R. C. Gentry, M.D., Bartlesville; John B. 
Gilbert, M.D., Ponea City; T. C. Glasscock, 
M.D., Ponca City; R. R. Hannas, M.D., 
Sentinel; Richard F. Harper, M.D., Paw- 
huska; Wilma Jeanne Johnson, M.D., Still- 
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water; Harold H. Jones, M.D., Ponea 
City; James R. Kay, M.D., Fairview; P. A. 
MacKercher, M.D., Ponca City; Louis A. 
Martin, M.D., Sapulpa; W. G. Mays, M.D., 
Fairfax; V. C. Merrifield, M.D., Ponca City; 
E. C. Mohler, M.D., Ponca City; R. H. Moor- 
man, M.D., Blackwell; Robert F. Morgan, 
M.D., Blackwell; D. G. Morton, M.D., Cleve- 
land; J. Murphree, M.D., Ponca City; P. T. 
Powell, M.D., Ponca City; Cody Ray, M.D., 
Pawhuska; Clarence R. Roberts, II, M.D., 
Enid; M. L. Saddoris, M.D., Cleveland; H. R. 
Schmidt, M.D., Newton, Kansas; Abbott C. 
Scott, M.D., Stillwater; W. G. Sheldon, M.D., 
Blackwell; J. T. Terry, M.D., Ponca City; 
Wirt A. Warren, M.D., Wichita, Kansas; 
James A. Webb, M.D., Ponca City; and S. 
Victor Yeakel, M.D., Stillwater. 


The meeting was planned by the OSMA 
Committee on Postgraduate Education and 
its Chairman R. R. Hannas, M.D. Commit- 
tee member V. C. Merrifield, M.D., Ponca 
City, was in charge of local arrangements. 


Next P.G. Meeting 
Slated for Lawton 


The second regional Postgraduate Course 
of the year will be presented at Lawton, 
Tuesday, February 28, 1961, and like its 
predecessor at Ponca City, will be a dinner 
meeting beginning at 4 p.m. It will be held 
at the Lawton Westside Country Club, with 
L. M. White, M.D., in charge of local ar- 
rangements. 


The subject will be “The Lung” and a 
team of instructors from the University of 
Oklahoma School of Medicine will present 
topics covering basic physiology, recent re- 
search advances and practical aspects of di- 
agnosis and treatment. The course has been 
approved for four hours Category I credit 
by the AAGP. 


Price will be $7.50 which includes the din- 
ner and tuition. All doctors in the state are 
welcome, and those in Southwestern Okla- 
homa are particularly invited to attend. Res- 
ervations should be made with the State 
Medical Association office on forms to be 
provided by a direct-mail invitation. 
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Wyeth Grants $5,000 
For Pediatric Research 


Unrestricted $5,000 grant for pediatric research is 
presented Doctor Harris D. Riley, Jr., right, chairman 
of the Department of Pediatrics, University of Okla- 
homa Medical Center, by H. A. Dicken, Wyeth Labora- 
tories district manager. At left is Doctor Doman K. 
Keele, assistant professor of pediatrics on whose studies 
(human growth hormone investigations) the award was 
based. The Wyeth grant is one of 20 made annually 
to further research in medical schools and hospitals. 


California Studies 
Social Security Position 


Polls of physicians in seven of California’s 
largest counties reveal that five of the coun- 
ties oppose—by narrow margins—the in- 
clusion of M.D.s in the social security pro- 
gram. 


In the San Francisco and Los Angeles 
areas, the vote was particularly close. A 
vote of 505 to 468 in favor of inclusion was 
recorded in San Francisco, while Los An- 
geles rejected the idea by a vote of 1,993 
against to 1,922 for. 


Alameda County voted in favor of social 
security, 426 to 341. 


“cc ” 


Four smaller counties reported a “no 
vote. San Diego, 204 yes, 291 no; San Joa- 
quin, 70 yes, 79 no; Orange, 119 yes, 252 
no; Ventura, 45 yes, 89 no. 


The poll was taken on a ballot, designed 
by the California Medical Association, which 
included background information and pro 
and con arguments. 
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Dentists Dodge 
Dentifrice Dilemma 


The American Dental Association has 
written letters to wholesalers and retailers 
across the country, pointing out that it never 
“endorsed” nor “approved” Proctor and 
Gamble’s Crest toothpaste. 


The ADA is apparently upset over dealer 
promotions of the dentifrice which either 
make direct statements or implications of 
association endorsement. 


Its effort to curb such Crest promotions, 
the ADA says, is meant to clarify the or- 
ganization’s original position, not to change 
it. 

In its August 1 Journal, the association 
reported: ‘None of the other dentifrices 
evaluated to date is supported by evidence 
considered adequate to demonstrate substan- 
tial effectiveness.” P and G was authorized 
to make the following advertising statement: 
“Crest has been shown to be an effective anti- 
caries dentifrice that can be of significant 
value when used in a conscientiously applied 
program of oral hygiene and regular pro- 
fessional care; Crest dentifrice may also be 
of value as a supplement to public health 
procedures.” 


The ADA fuss is not with Procter and 
Gamble, since all company promotions are 
cleared by the dental group. Middlemen, 
however, argue that an endorsement was 
proffered. P and G competitors are nat- 
urally upset about the whole affair. 





ATTENTION! 
County Society Officers 


Resolutions for the Annual Meeting 
of the House of Delegates, May 7th, 
are due at the OSMA Headquarters by 
April 1st. They must be in by this date 
to allow adequate time for processing. 
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Three Oklahoma County Physicians Honored 





Honorary-Life Membership Plaques and one Fifty-Year Pin were awarded to three Oklahoma County phy- 
sicians in recognition of their years of service to the medical profession at the December meeting of the Okla- 
homa County Medical Society. Pictured above, left to right, are: C. O. Epley, M.D., Oklahoma City practicing 
physician who received both a plaque and the Fifty-Year Pin; R. Q. Goodwin, M.D., Past-President of the Okla- 
homa State Medical Association, who made the presentations; Charles N. Berry, M.D., who is now retired after 
forty-four years of practice; and Hull W. Butler, M.D., who retired after thirty-eight years of practice. 


CBS THROWS CURVE TO AMA 


There was no question in anyone’s mind 
that American medicine took a violent beat- 
ing at the hands of CBS television on Feb- 
ruary 2nd. The program was an unfair, 
biased documentary entitled “The Business 
of Health: Medicine, Money and Politics 
(CBS Reports). 

At the conclusion of the program, CBS 
thanked the American Medical Association 
“for its cooperation.” 

Leo Brown, AMA public relations chief 
was quick to reply that the “cooperation” 
had been a one way affair. 

“Thousands of feet of film were shot 
since last May, only 414 minutes of which 
were used, and that was mostly taken out 
of context,” Brown said. “The AMA was 
not consulted at any time during the prep- 
aration of the script, nor were staff mem- 
bers permitted to review the film prior to 
its presentation.” 

According to Brown, CBS Reports pro- 
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ducers requested permission to “cover” on 
a news basis the AMA’s National Congress 
on Prepaid Health Insurance last May. Per- 
mission was granted and a film crew spent 
two days at the meeting. Three months 
later, at the request of CBS a filmed inter- 
view with Doctor Leonard W. Larson was 
arranged. For five hours he answered ques- 
tions, primarily regarding his experiences 
as chairman of the Commission on Medical 
Care Plans. Then, three weeks before the 
program, a speech of Doctor E. Vincent 
Askey’s was filmed. 


The final product of CBS editing was a 
bundle of mis-information, slanted to por- 
tray the profession in the worst possible 
light. In view of the improper handling of 
this program by CBS, those who witnessed 
the attack on medicine are encouraged to 
register protests with the network presi- 
dent. He is Frank Stanton, President, CBS, 
485 Madison Avenue, New York 20, N.Y. 





Oklahoma City Psychiatric Clinic Opened 


Contemporary in design, the recently completed Oklahoma City Psychiatric Clinic, located at 912 N.W. 57th, 
was designed specifically for the practice of psychotherapy. Among the first of such buildings designed exclusive- 
ly for this purpose, the twelve-inch walls and acoustically-lined air ducts to each room, help to create the desired 
privacy necessary for this form of psychiatric treatment. 


Decor in the six offices has been done according to the individual tastes of the physicians who occupy them. 
A multiple purpose room will be used for staff conferences, group therapy sessions, and various educational 
activities, as well as for a library. 


The staff, and owners, include five psychiatrists: Doctors Marcus S. Barker, Dale W. Peters, Harry G. High- 
tower, Stanley M. Kemler and John Barry Massey. The Reverend Mack Powell joined the clinic to work specifically 
with marital counseling and the establishment of the Pastoral Institute, an activity designed to create a closer 








relationship between psychiatry and religion. 


AMA Warns Against 
Health Machine Quacks 


Through its magazine for the laity, “To- 
day’s Health,” the American Medical Asso- 
ciation has warned the public against huck- 
sters of quack health machines. 


An article in the magazine said health ma- 
chine quacks rake off a large share of the 
$610 million paid to medical charlatans an- 
nually, many times luring the people away 
from legitimate treatment of serious dis- 
eases. 


The article reports that the Food and 
Drug Administration wages a continuous 
battle against such charlatans, but its en- 
forcement powers are limited. The laws pro- 
vide only a year in jail and $1,000 fine for 
initial offenders in machine quackery, hard- 
ly enough to deter such a lucrative business. 


Part of the AMA’s public service pro- 
gram, the medical organization’s Bureau of 
Investigation works hand in hand with the 
FDA in efforts to educate the public and 
strengthen enforcement laws. 
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Non-Profit Hospitals 
Are Liable in Michigan 


A far-reaching precedent was recently set 
by the Supreme Court of Michigan when it 
ruled that charitable hospitals are not im- 
mune from damage suits. 


The case which brought about the ruling 
involved the death of a woman who received 
a transfusion of incompatible blood. 


The court, in its majority opinion, blunt- 
ly denounced the long-standing immunity 
rule, alleging that it was originally granted 
when “charity typically operated on a small 
scale.” 


In drawing a contrast between old and 
new concepts of charity, the court concluded 
that “the principles of law, logic and in- 
trinsic justice demand that the mantle of 
immunity be withdrawn.” 


Almost coincidentally with the Michigan 
case came the verdict of a California Dis- 
trict Court of Appeal holding that a public 
hospital cannot be sued for medical negli- 
gence. 
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Membership Roster 
To Be Out in March 

The Oklahoma State Medical Association’s 
1961 Directory will be off the press in March 
and mailed to each association member. 

Included in the directory will be two 
breakdowns of the membership. The first 
will be a straight alphabetical listing of 
name, address, date of birth, school and year 
of graduation, and specialty or special in- 
terest. The second roster will simply be a 
breakdown by county. 

In addition, the full text of the associa- 
tion’s Constitution and By-Laws will be 
printed, along with handy reference infor- 
mation on various local and national medical 
and medically-related organizations. 

The directory will also include a roster of 
association officers and councilors. 


Are You Listed Correctly? 

To expedite publication, individual ques- 
tionnaires will not be sent to physicians this 
year. The book will be compiled from asso- 
ciation records and the information double 
checked by county society secretaries in some 
instances. 





To Correct Your Listing 


See Ad, Inside Front Cover 











Any physicians incorrectly listed in the 
1960 Directory are urged to contact the 
OSMA Executive Office immediately. Also, 
any recent changes in address or specialty 
listing should be reported. 

Each member of the association will re- 
ceive one complimentary copy of the publi- 
cation. Additional copies will be available 
in limited quantities at one dollar each. 


Nuclear Medicine Group 

To Meet in Oklahoma City 

The Southwest Chapter of the Society of 
Nuclear Medicine will hold its 6th Annual 
Meeting on April 8th and 9th at the Ramada 
Inn, Oklahoma City. 

Peter E. Russo, M.D., Oklahoma City, is 
Program Chairman for the event and Mr. 
Winfield Evans of St. Anthony Hospital’s 
Isotope Department is in charge of arrange- 
ments. William H. Reiff, M.D., Oklahoma 
City, is Publicity Chairman. 
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Coming Meetings 
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FEBRUARY 


AMERICAN COLLEGE OF PHYSICIANS, Selected 
Topics in Internal Medicine, Feb. 20-24, University of 
Oklahoma School of Medicine, Okla. City. Write to 
The American College of Physicians, 4200 Pine St., 
Philadelphia 4, Pa. 


CENTRAL SURGICAL ASSOCIATION, Park Plaza 
Hotel, St. Louis, Feb. 16-18. Angus D. McLachlin, Vic- 
toria Hospital, London, Ontario, Canada, Secretary. 


MARCH 


AMERICAN COLLEGE OF ALLERGISTS, Graduate 
Instructional Course and Seventeenth Annual Congress. 
March 12-17. Statler Hilton, Dallas, Texas. Write John 
D. Gillaspie, M.D., Treasurer, 2141 14th Street, Boulder, 
Colorado. 


AMERICAN COLLEGE OF SURGEONS, SECTION- 
AL MEETINGS FOR SURGEONS AND GRADUATE 
NURSES, Hotels Bellevue-Stratford, Ben Franklin, and 
Sylvania, Philadelphia, March 6-9. William E. Adams, 
M.D., 40 E. Erie St., Chicago 11, Secretary. 


AMERICAN SURGICAL ASSOCIATION, Boca Raton 
Hotel, Boca Raton, Fla., Mar. 20-24. W. A. Altemeier, 
M.D., Cincinnati General Hosp., Cincinnati 29, Ohio, 
Secretary. 


MISSOURI STATE MEDICAL ASSOCIATION, Hotel 
Muehlebach, Kansas City, Mar. 18-21. John I. Mat- 
thews, M.D., 302 Bolivar, Jefferson City, Mo., Secretary. 


NEW ORLEANS GRADUATE MEDICAL ASSEMBLY. 
March 6-9. The Roosevelt Hotel, New Orleans, Louis- 
iana. Write Mannie D. Paine, Jr., M.D., Secretary, 
The New Orleans Graduate Medical Assembly, 1430 
Tulane Ave., New Orleans 12, La. 


THE SCOTT AND WHITE CLINIC, Ninth Annual 
Postgraduate Conference, Medicine and Surgery, Tem- 
ple, Texas, March 5, 6, 7, 1961. Write Mrs. Judy In- 
gram, Scott and White Clinic, Temple, Texas. 


UNIVERSITY OF OKLAHOMA MEDICAL CENTER 
POSTGRADUATE SHORT COURSE, Urology-Sympos- 
ium and C. B. Taylor Lectureship. March 8. Medical 
School auditorium. Write Postgraduate Education, Uni- 
versity of Oklahoma School of Medicine, 801 N.E. 13th, 
Okla. City, Okla. 


APRIL 


AMERICAN ACADEMY OF GENERAL PRACTICE, 
Miami Beach, Fla., Apr. 13-20. Mr. Mac F. Cahal, 
Volker Blvd. at Brookside, Kansas City 12, Mo., Ex- 
ecutive Director. 


AMERICAN ACADEMY OF NEUROLOGY (mem- 
bers and guests), Sheraton-Cadillac Hotel, Detroit, Apr. 
27-29. Mrs. J. C. McKinley, 4307 E. 50th St., Minne- 
apolis 17, Executive Secretary. 


(Continued on Page xxix) 











Ben H. Nicholson, M.D. 
301 N.W. 12th 
Oklahoma City, Oklahoma 


Dear Doetor Nicholson: 


In July of 1960 several conferences were 
held with Mr. Voyle Scurlock, Director of 
Vocational Rehabilitation Division of the 
State Board of Vocational Rehabilitation ; 
Mr. Lowell Green, Liaison Representative 
from VR; Mr. Seth Wilson, Legislative Con- 
sultant for VR; Judge Harley E. Venters, 
Presiding Judge of the State Industrial 
Court of Oklahoma; and, Miss Gloria M. 
Quaid, Liaison Representative from the In- 
dustrial Court, in an attempt to work out a 
feasible program of cooperation between the 
two agencies for the purpose of screening 
all cases of total permanent and partial per- 
manent disability, including those needing 
only counseling and guidance, for referral 
to VR. Perhaps this letter, outlining our 
action, will be of interest to your readers. 


At the present time, referrals are made 
from Temporary-Total Orders; Permanent- 
Partial Orders; Orders on Joint Petitions; 
Medical Orders and the Employee’s First 
Notice of Injury, referred to as a “Form 3.” 


Incomplete medical information on the 
Form 3’s results in referrals to VR that are 
not in need of the training program. Conse- 





KirK T. MOSLEY, M.D., Oklahoma Com- 
missioner of Health has announced appoint- 
ment of the following County Superinten- 
dents of Health: CLypE M. BLoss, M.D., 
Holdenville, for Hughes County; JOAN K. 
HIETT, M.D., Altus, for Jackson County ; and 
JERRY FE. KING, M.D., Stigler, Haskell 
County. 


MALCOM E. PHELPS, M.D., El Reno, is one 
of nine physicians selected by the Federal 
Aviation Agency to serve on a medical ad- 
visory panel which will consider petitions 
from airmen seeking exemptions from FAA 
medical standards. 
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etter to the Editor 








quently, a form letter to be forwarded to 
the attending physician or physicians desig- 
nated on the Form 3, asking for an estima- 
tion of whether or not the patient will be 
able to return to his former occupation upon 
reaching maximum healing; an estimation 
of the date of release for return to work; and 
additional remarks has been composed and 
is now in use by the Court. Cooperation of 
the treating physician in response to the 
form letter will materially assist the Court 
in this rehabilitation program. 


Many states have already adopted a pro- 
gram similar to Oklahoma’s, while some are 
still in the process of working out an effec- 
tive program but all states feel the need for 
such a program. The Florida Legislature 
has set up a Rehabilitation Division in their 
Court as well as passing legislation enabling 
them to enforce the training program. 


An effective program of referral and re- 
habilitation training can reduce the welfare 
rolls, lower compensation insurance rates 
and improve the adjustment of physically 
handicapped individuals, enabling them to 
resume their place in the economic structure 
of our society. 


Sincerely yours, 
Harley E. Venters, Presiding Judge 
State Industrial Court 





First place in the scientific exhibits 
at the Southern Medical Association meet- 
ing in St. Louis was awarded to the ex- 
hibit, “Management of Gynecologic-Urologic 
Complications,” shown by JOSEPH W. KELSO, 
M.D., and JOSEPH W. FUNNELL, M.D. of 
Oklahoma City. 


DAVID OwrREY, M.D., has established his 
practice in Lawton following the completion 
of a four-year surgical residency in Texas. 


WILLIAM N. WEAVER, M.D., Muskogee, 
has been named to the state board of health. 
He succeeds the late Charles Ed White, M.D., 
Muskogee. 
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W. ALBERT Cook, M.D. 
1875-1960 


W. Albert Cook, M.D., organizer and first 
President of the Tulsa County Medical So- 
ciety, died December 30, 1960 in Sand 
Springs. 





A native of Charles City, Iowa, he gradu- 
ated from Rush Medical College in 1897. 
After postgraduate work in Chicago, New 
York City and Vienna, Austria, he came to 
Tulsa in 1901. 


Doctor Cook served as a Delegate to the 
American Medical Association for twenty- 
one years. In addition to his interest in med- 
ical affairs, he was active in civic work, hav- 
ing served as water commissioner of Tulsa 
at one time. 


Twice honored by the Oklahoma State 
Medical Association for his service to the 
profession, he was presented a Fifty-Year 
Pin in 1948 and in 1949, he was made an 
Honorary member. 


Among the organizations in which Doctor 
Cook held memberships was the American 
College of Surgeons and the American Acad- 
emy of Ophthalmology and Otolaryngology. 


RAYMOND G. SHERWOOD, M.D. 
1886-1960 


Raymond G. Sherwood, M.D., Tulsa ob- 
stetrician since 1919, died on December 4, 
1960. 


A native of Minden, Minnesota, Doctor 
Sherwood graduated from the University of 
Nebraska School of Medicine in 1917. After 
serving as a captain in the Medical Corps 
during World War I, he established his prac- 
tice in Tulsa. 


Doctor Sherwood was active in Boy Scout 
and Optimist Club activities, serving as an 
adult Boy Scout Council member and at one 
time was district governor of Optimist In- 
ternational. 
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JOHN E. HEATLEY, M.D. 
1887-1961 


John E. Heatley, M.D., 74-year-old, long- 
time University of Oklahoma School of Med- 
icine profesor, died January 20, 1961 in 
Oklahoma City. 


A native of Hiawatha, Kansas, Doctor 
Heatley graduated from the University Med- 
ical College of Kansas City in 1911. After 
first establishing his practice in Morrill, 
Kansas in 1914, he came to Oklahoma City 
in 1916. 


Doctor Heatley was a Professor of Radi- 
ology from 1919 to 1948 and was then named 
professor emeritus. 


In 1953, he was honored for his outstand- 
ing contribution to the medical profession 
when the Oklahoma State Medical Associa- 
tion made him an Honorary Member. In ad- 
dition, he was a Life Fellow of the American 
College of Physicians and a member of the 
American College of Radiology. 


CLAUDE S. CHAMBERS, M.D. 
1890-1961 


Claude S. Chambers, M.D., longtime Semi- 
nole physician and member of the State 
Board of Regents for Higher Education, 
died in Oklahoma City January 6, 1961. 


Born in 1890, Doctor Chambers graduated 
from the University of Tennessee College of 
Medicine in 1913. After practicing in Osage 
county, he established his practice in Semi- 
nole. 


Doctor Chambers served on the Univer- 
sity of Oklahoma Board of Regents from 
1936 to 1945, the first medical doctor to 
serve on the board. Governor Johnston Mur- 
ray appointed him to the other board in 
1954, a term which he would have completed 
in 1963. 


Active in many civic and community af- 
fairs, Doctor Chambers had served as presi- 
dent of both the Rotary Club and the Cham- 
ber of Commerce. 





General Practice 


Frank Augustus Bautz, M.D., 265 Concord Road, Sud- 
bury, Massachusetts; age 46; married; Harvard Med- 
ical School, 1942; board eligible; eligible Summer 
1961. 


Floyd E. Webb, Jr., M.D., 2527 Webster Drive, Alex- 
andria, Louisiana; age 27; married; University of 
Oklahoma, 1957; available August, 1961. 


Kenneth T. Woodsides, M.D., 1923 19th Loop, Sandia 
Base, Albuquerque, New Mexico; age 27; married; 
Medical College of Alabama, 1957; available April, 
1961. 


E.E.N.T. 


August L. Stemmer, M.D., 20th Station Hospital, APO 
696, New York, N.Y.; age 32; married; Harvard 
Medical School, 1953; board certified; Available May 
1, 1961. 


Industrial 


Frederic O. Epp, M.D., 110 West 6th, Augusta, Kansas; 
age 54; married; University of Kansas, 1938; desires 
industrial or governmental work; available February, 
1961. 


internal Medicine 


Spencer E. Berry, M.D., 13630 Flynn, Le Puente, Cali- 
fornia; single; University of Oklahoma, 1950; board 
eligible; available now. 


Sam A. Kinard, Jr., 3522 E. 17th Avenue, Denver 6, 
Colorado; age 29; married; Baylor University of 
Medicine, 1956; 2 years medical residency and 2 
years cardiology residency; available July, 1961. 


Allen Bert Malnak, 1015% Brown Street, Evanston, 
Illinois; age, 32; married; University of Illinois, 1954; 
board eligible; available June or July, 1961. 


Jack G. Smith, M.D., 812 North Third St., Bellaire, 
Texas; age 32; married; University of Texas School 
of Medicine, 1953; available January, 1961. 


Thomas Turner Walton, Jr., M.D., 7375 Churchill, De- 
troit, Michigan: Age 29; married; Baylor College of 
Medicine, 1955; board eligible; veteran; desires group 
or associate practice; available July 1961. 


George F. Winks, Jr.. 217 S. Boulevard, Apt. 1, Rich- 
mond, Virginia; age 28; married; Medical College 
of Virginia, 1957; board eligible; available July 1, 
1961. 


Obstetrics and Gynecology 


Philip Tabor Bennett, M.D., Quarters 739A, Maxwell 
A.F.B., Montgomery, Alabama; age 31; married; 
University of Texas Medical School, 1954; board eli- 
gible; available July 1961. 


Walter G. Crowe, M.D., Mercy Hospital, Pride 4, Lo- 
cust St., Pittsburgh, Pennsylvania; age 39; married; 
University of Tennessee College of Medicine, 1955; 
board eligible; available March 10, 1961. 
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PHYSICIAN PLACEMENT 


Richard W. Fenaughty, M.D., 95 Hart Street. New 
Britain, Connecticut; age 31; married; State Uni- 
versity of New York, 1957; available July 1961. 


Milburn W. Hobson, M.D., 2011 West 39th, Kansas City, 
Kansas; age 30; married; Kansas University, 1955; 
available July 1, 1961. 


Michael Lado, M.D., 999 Monroe Ave, Apt. 707, Mem- 
phis, Tennessee; age 31, married; University of 
Pittsburgh, 1955; available July, 1961. 


Robert B. Williams, M.D., 27 Normandy Road, Auburn- 
dale 66, Massachusetts; married; age 30; Tulane Uni- 
versity, 1955; board certified; available July 1, 1961. 


Orthopedics 


George Walter Shaw, M.D., 6135 Walmer, Mission, 
Kansas; age 32; University of Texas, Southwestern 
Medical School, 1953; available, December, 1961. 


Emmet J. Thorpe, M.D., 6811 Stockton Drive, Knox- 
ville, Tennessee; age 32; married; George Washing- 
ton University School of Medicine, 1951; board cer- 
tified; available immediately. 


Preventive Medicine 


Michael D. Buscemi, M.D., 1708 Flora Lane, Silver 
Spring, Maryland; age 49; married; Rush Medical 
College, 1937; board certified; available 30 to 60 days. 


Radiology 


Fred T. Hargrove, M.D., 217 North Pinewood Drive, 
Carthage, Texas; age 56; married; University of 
Oklahoma School of Medicine, 1934; board certified; 
available January 1, 1961. 


Surgery 


David S. Bachman, M.D., 301 North 2nd St., Allen- 
town, Pennsylvania; age 38; married; University of 
Buffalo, 1947; board certified general surgery; spec- 
ilaty, broncho-esophagology and thoracic surgery; 
available immediately. 


Richard Harrod Blank, M.D., 2603 Willard Drive, Char- 
lottesville, Virginia; age 32; married; Cornell Uni- 
versity, 1953; board eligible; available July 1, 1961. 


James Steward O’Hare, M.D., 104 West Madison, Bal- 
timore, Maryland; age 39; married; University of 
Maryland, 1946; board certified; available February, 
1961. 


Harry Houghton, M.D., 7223 W. Lakefield Dr., Milwau- 
kee 19, Wisconsin; age 30; married; Western Reserve 
University, 1956; board eligible; available July 1, 
1961. 


John Mauver Kearney, M.D., 1036 Mt. Vernon Ave., 
Marion, Ohio; age 34; married, University of Penn- 
sylvania, 1954; board eligible; available March 1, 
1961. 


David K. McAfee, M.D., 2560 McCurdy Way, Decatur, 
Georgia; age 32; married, Northwestern, 1953; board 
eligible; available July 1, 1961. 
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o Auxiliary 


Last Lap 


The push of the final quarter is upon us! 
February marks mid-winter board meeting, 
an opportunity for each county auxiliary to 
take final stock, re-cap, if necessary, and 
end in May a successful year. 


Particularly important during the next 
few months will be our attention to medical 
legislation. The “Green Grow the Dollar 
Bills” theme will no doubt be played with 
greater fervor and enthusiasm from the 
opening day of Congress, increasing in vigor 
for at least ninety days. Your State Legis- 
lative Chairman will furnish you complete 
information as she receives it. 


Dignified Health Care? 


Each auxiliary member considers it her 
personal responsibility to be completely in- 
formed, to interest neighbors, friends, and 
women’s groups in the best possible solution. 
Perhaps we have access to much useful in- 
formation; however, in speaking to individ- 
uals and groups, we will often be asked ques- 
tions which search further and deeper than 
health care for the aged and the Kerr-Mills 
Bill. How to Win a War, by Ed Lipscomb, 
is one of the finest investments in back- 
ground reasoning you can have. Published 
by the Foundation for Economic Education, 
Inc., Irvington-on-Hudson, New York, it can 
be purchased for ten cents a copy, 100 copies 
for $7.00. Each member should read it and 
pass it to friends. 


Mr. Kennedy commented on the statement 
submitted by the 16 gerontologists, ““A Posi- 
tive Response to the Challenge of Aging:” 
... They (the aged) should have an income 
adequate to permit them to continue their 
important contributions to American life 
and a program of medical insurance through 
the social security system for dignified 
health care... .”” When Mr. Kennedy appoint- 
ed Mr. Ribicoff, he no doubt asked, ‘Aimez- 
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vous Aime?” We know their views; we must 
act accordingly. Salience must be accom- 
panied by knowledge and understanding; so 
we shall all be on our verbal toes. 


Future Health Careerists 


Future Nurses Day will be March 11, 
1961. This event is annually held in order 
to stimulate interest in health careers. At 
this meeting high school students from over 
the state meet and have an opportunity to be- 
come better informed on new ideas, to com- 
pare programming and planning with other 
clubs, and to talk with representatives from 
various hospitals. 


Many auxiliary projects and aims, com- 
munity service, good public relations, etc., 
are understandably nebulous in practical 
evaluation. But here in our formation of, 
and continued interest in, health careers, we 
can see positive and immediate results. Our 
organization nationally of almost 2,000 Fu- 
ture Nurses Clubs has inspired the AMA to 
form a new permanent Department of Nurs- 
ing, with a full-time staff. Formerly a Com- 
mittee on Nursing handled this program. 


As Leonard W. Larson, M.D., President- 
Elect of AMA, explains: This is “a formula- 
tion of a program which will coordinate the 
efforts of the nurse-physician team. It will 
interpret for physicians the changing role 
of the nurse as it relates to the medical care 
of the patient, and it will strive to bring to- 
gether the two professions in all areas of 
misunderstanding which arise from the 
pressing demands to keep pace with modern 
medical advances. . . . It will cover all levels 
of nursing and serve in an advisory capacity 
on careers.” 


All committees and members who have 
participated whole-heartedly in the past to 
the success of this project, and those who are 
at present seriously working on its continua- 
tion, should be heartily congratulated . for 
their worth-while service. 


MISCELLANEOUS ADVERTISEMENTS 


FOR SALE: G.E. 100-milliamper X-ray machine. 
Good condition. Contact John C. Wagner, M.D., West- 
ern State Hospital, Fort Supply, Oklahoma. 


WANTED: Internist to join old established group 
in town of 10,000 population in West Texas. Need not 
be Board certified but with adequate residency train- 
ing. Write Key A, THE JOURNAL, Oklahoma State 
Medical Association, P.O. Box 9696, Oklahoma City, 
Oklahoma. 


OKLAHOMA CITY office space available in Medical 
Center with dentist and pharmacy. 2312 N.W. 28rd St., 
across the street from new $12,000,000 shopping center 
on Shepard tract. Private entrance, 415 square feet 
floor space, off-the-street parking. Contact James R. 
Ricks, M.D., 2316 N.W. 23rd St., JA 5-7438. 


FOR SALE: Two practically new matching Hamilton 
Examining Tables, two treatment cabinets, two stools, 
two lamps, walnut desk with matching swivel chair, 
and two side chairs. Contact Frank H. Cooper, M.D., 
502 South Crawford, Norman, Oklahoma, phone JEf- 
ferson 4-5322 or JEfferson 4-6644. 


WANTED: Surgeon to join old established group 
in town of 10,000 population in West Texas. Need not 
be Board certified but with adequate residency train- 
ing. Write Key A, THE JOURNAL, Oklahoma State 
Medical Association, P.O. Box 9696, Oklahoma City, 
Oklahoma. 


HOUSE PHYSICIANS NEEDED immediately for 
Tulsa’s new St. Francis Hospital. Contact Key A, The 
Journal of the Oklahoma State Medical Association, 
P.O. Box 9696, Oklahoma City, Oklahoma, for further 
information. 


WANTED: Old and antique medical books in pedi- 
atrics and neurology. Contact Lucius Waites, M.D., 
Department of Pediatrics and Neurology, University 
of Oklahoma Medical Center, Oklahoma City. 


FOR SALE: One Hamilton Examining Table (1960 
model), 6 months old. Like new. Contact C. P. Taylor, 
M.D., 1201 East 5th, Ada, Oklahoma, FE 2-4424. 


OPPORTUNITY for General physician in Cement, 
Oklahoma. One other World War I veteran doctor pres- 
ently practicing there. Office vacancy in the center of 
town across from the drug store in farming and oil 
community with nearby hospitals at Anadarko, Chick- 
asha, Lawton and Cyril. If interested, contact Wade 
H. Vann, M.D., Cement, Oklahoma. 
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Articles published in The Journal of the 
Oklahoma State Medical Association, Febru- 
ary, 1936. 


The Thymus Syndrome in the Newborn 


Hugh C. Graham, M.D. 
Tulsa 


How frequent is the occurrence of thymus syndrome? 
The answer to this question depends upon the authority 
one quotes, and there is no final reply ready. The best 
recent study is that of Capper and Schless who, in a 
study of one thousand and seventy-four newborn found 
the thymus enlarged in three hundred twenty-two, or 
thirty per cent, and of this number fifteen, or 4.7 per 
cent, showed symptoms. Therefore, of one thousand 
seventy-four newborn, only fifteen or 1.4 per cent 
presented the thymic syndrome. Hence Capper and 
Schless conclude that ‘‘true hypertrophy of the thymus 
gland in the newborn causing tracheostenosis and the 
typical chain of symptoms is much rarer than it is 
commonly believed to exist.’ In keeping with these 
findings one must conclude that thymus disease is not 
frequent. The general tendency among some investi- 
gators seems to be in this direction. Chevalier Jack- 
son, in his classic and pioneer researches, reported 
unmistakable cases of tracheostenosis observed bron- 
choscopically due to pressure of the thymus upon the 
trachea with a consequent narrowing. In a recent 
communication, Jackson states that a partial review 
of his records shows one hundred twenty-seven cases 
out of two thousand one hundred eighty-two children 
with endoscopic findings of thymus compression, these 
having been brought to him for various causes, in- 
cluding foreign body suspected or known to be present, 
the diagnosis of enlarged thymus being made routinely, 
I infer. The incidence, then, in Jackson’s cases is 5.8 
per cent. These cases were in children of all ages and 
the figures should not be quoted for the newborn alone, 
the newborn number probably being quite small. Yet 
Finklestein states he has never seen a case of thymic 
asthma with definite compression of the trachea. Fried- 
leben, in 1858, as a result of experimental and clinical 
investigation, stated: ‘There isn’t any thymic asthma!”’ 








Complimentary space available to members 
for three consecutive months. For non-mem- 
bers, the rate is $5.00 each month for each 
inch of copy or fraction thereof. 
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